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Now ready—the new season's pack! 


T pays always to serve only the finest 

vegetables, though it be for a com- 
bination “plate” or for the most in- 
conspicuous side dish. A safe way 
to be sure and a sure way to be safe 
is to standardize on Edelweiss. Even 
fresh vegetables cannot surpass them 
for flavor and vitamin value. Corn 
from Illinois, cauliflower from Holland, 
spinach from California . . whatever 
you serve, singly or in combination, 


Edelweiss gives you the best selec- 
tion from the locality which grows 
the most tender . . the most flavorful. 

Beginning at once, you can make 
selection from the new season's pack 
.. pick of the nation’s 1933 garden 
crop. Order now, and be assured 
of your season's needs of vegetables 

. and fruits, too . . at the years low- 
est prices. 





Sexton’s Monthly Specials for Greater Values— Quality Always 





sans SEXTON © 


Established 1883 


EDELWEISS 
QUALITY FOODS 


CHICAGO 


© J. 8S. & Co., October, 1933 


Manufacturing Wholesale Grocers 


AMERICA’S LARGEST 
DISTRIBUTORS OF 
No. 10 CANNED FOODS 


BROOKLYN 
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Just in Passing — 


Ax Y convention of 


the American Hospital Association of- 
fers an almost overwhelming wealth of 
ideas, plans and suggestions. Particu- 
larly fruitful was the convention last 
month. Now that it is all over, now 
that the delegates have reached home, 
it is well to sit down quietly and an- 
alyze the significance of the meeting. 
Did anything happen that was im- 
portant? Were any new fields of en- 
deavor blocked out? In an endeavor 
to help such analyses, the leading arti- 
cle this month is devoted to a critical 
review of the convention and of its 
present and future significance. Re- 
ports of the American and Protestant 
conventions are also given on pages 87 
to 104. Several of the important pa- 
pers appear this month and others 
will be published in succeeding issues. 


Te E relation of 


governmental general hospitals to non- 
governmental hospitals is a subject of 
continuing interest. In New York re- 
cently the president of the Women’s 
City Club called an emergency confer- 
ence to center attention of the munici- 
pal authorities on the “shocking” over- 
crowding of municipal hospitals. While 
overcrowding of free cases is the main 
difficulty now in large cities, the situa- 
tion in smaller cities and towns is quite 
different. There problems may arise 
due to the acceptance by governmental 
hospitals of pay patients. To ascertain 
the extent of this practice a question- 
naire was sent to 200 tax supported 
general hospitals owned by city or 
county governments. An analysis of 
the replies, made by Carl P. Wright, 
Jr., and Dr. C. W. Munger, is given 
on page 57. 
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te E relations of 


nongovernmental hospitals to govern- 
mental agencies should be cordial. 
After all, the voluntary hospitals are 
helping to carry one of the loads which 
according to American political theory 
is a responsibility of the government. 
The government may thankfully ac- 
cept this assistance, since it relieves 
the tax rate. But when the burden 
becomes too heavy, the hospitals have 


a right to turn to the government for 


aid. Doctor Goldwater’s article on 
page 53 is a notable contribution to 
better understanding. 


V VHETHER nurs- 


ing registries should be operated by 
commercial agencies, by nurses’ profes- 
sional associations, by hospitals, or by 
some impartial civic organization rep- 
resenting the whole community is a 
live question in nursing circles today. 
The present thought of the national 
nursing groups is now tending toward 
the last as the best alternative. The 
operation of such registries by hospi- 
tals, however, may be considered as an 
intermediate step from commercial to 
community sponsorship. That hospi- 
tals can do so successfully is demon- 
strated by the experience at Touro In- 
firmary, described by Mrs. Korngold 


on page 61. 
Tee is an in- 


creasing tendency in all educational 
circles to treat college students and 
students of college age as adults en- 
titled to a reasonable degree of free- 
dom in their social life. In some uni- 
versity hospitals student nurses live in 
dormitories with other university stu- 
dents and are allowed the same privi- 
leges and freedom. While such liber- 
ality is as yet unusual, the tendency is 
one that should be considered in plan- 
ning a nurses’ home. The new nurses’ 
home of the Chicago Children’s Me- 
morial Hospital, described by the arch- 
itect on page 67, shows some evidences 
of this liberalizing tendency. 


Ven, E the idea 


of an NRA code for hospitals on a na- 
tional scale has been definitely put 
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is tor your 


PROCAINE HYDROCHLORIDE CRYSTALS 
Sours is a highly purified spinal anes- 
thetic made in accordance with U. S. P. 
requirements. But more than that - 
when you specify “Squibb” you are get- 
ting a product that is convenient to use. 
Procaine Hydrochloride Crystals 
Squibb is marketed in a large-size am- 
pul. It saves time — equipment — and 
lessens the danger of contaminating 
the material. The spinal fluid doesn’t 
have to be transferred from vessel 


to vessel, It may be withdrawn directly 


into the ampul and from the am- 





wt BO Ove Part 


convenience 


pul to the syringe used for injection. 

The growing interest in this form of 
anesthesia has led to the preparation 
of an informative booklet giving indi- 
cations and instructions for the use of 
Procaine Hydrochloride Crystals Squibb 
for spinal anesthesia. We shall be 
pleased to send you a copy on receipt 
of the coupon below. 

Procaine Hydrochloride Crystals 
Squibb is marketed in ampuls of 50, 
100, 120. 150 and 200 mgms., 10 am- 
puls to the package. Directions for use 


are enclosed with every package. 








EK. R. Sours & Sons, 
6510 Squibb Building, New York City 
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. Open Ether Anesthesia 


Spinal Anesthesia 


Obstetrical Analgesia 
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aside, there is still a strong feeling 
among some administrators that the 
present public interest in developing 
standards of fair practice offers an un- 
usual opportunity to hospitals. In his 
report to the recent convention, Doctor 
Faxon as chairman of the joint NRA 
committee suggested that the hospitals 
in each city or metropolitan area could 
well build a code of fair practice 
among themselves. While it would not 
have any legal standing or governmen- 
tal authority for enforcement, such a 
code might be a significant move to- 
ward the solution of many problems. 
It could well have five sections: fair 
practice to the patients and the public, 
fair practice among hospitals, fair 
practice to physicians, fair practice to 
nurses, and fair practice to other em- 
ployees. The desirability of such a 
code is strongly presented by Mr. Du- 
bin on page 75. 


FLASHES FROM THIS ISSUE: 


“One can readily see that in a prop- 
erly organized women’s auxiliary a 
hospital has a strong arm of service 
reaching out and making sympathetic 
contacts between the hospital and the 
community.” Page 64. 


“When the management states, ‘We 
have cut to the bone,’ it is seldom the 
case, and even if it is, it may be neces- 
sary to go through the periosteum.” 
Page 45. 


“The time has passed when a build- 
ing is judged solely by the beauty of 
its architectural lines. Its setting, too, 
must be part of carefully conceived 
plans which include the wise selection 
and artistic grouping of trees, shrubs 
and flowers.” Page 47. 


“Hospitals that in better days were 
content to worry along independently, 
offering free service to those who 
needed it and relying on voluntary 
donations to defray the cost, are today 
clamoring for government aid.” Page 
54. 

“Contracts for canned goods have 
these advantages: (1) lower prices; 
(2) the satisfaction of having a de- 
sired and known quality; (3) saving of 
time spent in constantly opening and 
inspecting unknown brands; (4) possi- 
bility of standardizing size and cost of 
portions; (5) possibility of maintain- 
ing the desired standard of quality of 
food served.” Page 112. 
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Hospitals Courageously Face the Future 


A review of the thirty-fifth annual convention of the 


American Hospital Association’ 


By ALDEN B. MILLS 





O CONVENTION of the American Hospital 
Association since the World War has mani- 
fested so much vigor, courage and honest 

effort as the one just closed. Willingness to face 
unpleasant as well as encouraging facts, determi- 
nation to think through some of the tangled and 
baffling problems facing the hospital world and 
acceptance of the responsibility for leadership and 
hard work are evidences that the association has 
reached manhood. 

The most significant event of the convention was 
the decidedly nonspectacular series of reports from 
the council on community relations. Close behind 
them was the equally quiet but significant report 
of the public relations committee. These two agen- 
cies of the association are the best evidences that 
it has passed from the era of oratory to the era of 
action. They offer the machinery which, if prop- 
erly directed and adequately financed and sup- 
ported, will do more than any other to accomplish 
the transition. 

No great claims were made by the council for 
its accomplishments. There was no fanfare of 
trumpets nor idle promises. Rather, the council 
set forth a series of basic objectives which it hopes 


1A full news report of the convention appears on pages 87 to 100. 
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to accomplish during the next five or ten years. 
The implications, however, cannot be minimized by 
anyone who will thoughtfully consider them. 

The council’s present program, as set forth at 
the meeting and in its previous public statements, 
embodies the following: 

1. The formulation, in cooperation with the 
American Medical Association, the American Col- 
lege of Surgeons and various societies of special- 
ists, of standards for hospital medical practice. 

2. The analysis of problems in the field of nurs- 
ing education. 

3. The formation of local hospital councils pre- 
pared to act as real cooperative bodies. 

4. The promotion of group hospitalization plans 
under proper controls on a communitywide basis. 

5. The development of standard accounting 
methods applicable to large and small hospitals. 

6. The stimulation of tax bodies—local, state 
and federal—to assume their proper responsibility 
for the cost of caring for indigent patients in non- 
governmental hospitals. 

Let us consider these seriatim. 

The formulation of standards for hospital medi- 
cal practice is certainly the most difficult and per- 
haps the most significant of the council’s objec- 
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tives. It is, of course, a two-edged sword which 
cuts equally into poor service by physicians and 
poor practice by hospital administrators. Good 
medical service in hospitals cannot be effected 
solely by the medical profession or solely by the 
administrator. 

The validity of this statement is well illustrated 
in the field which has been marked out for first 
attention by the division, namely, maternity serv- 
ice. Good maternity service cannot be given if 
physicians are unqualified, if they attempt to hurry 
too much or if they fail to observe careful precau- 
tions regarding sepsis. On the other hand, low 
standards in a hospital can set at naught the phy- 
sician’s best effort. The maternity department 
must be physically located so that cross infections 
from surgical or other patients are impossible, 
sterilization procedures must be rigid and effective 
and all hospital personnel who have contacts with 
maternity patients must be properly trained and 
adequately supervised. 

Before this division finishes with its monumental 
work it must undoubtedly face the question of open 
and closed staffs. While control of the quality of 
work done in hospitals is essential to the health 
of the public, it will not be to the benefit of the pub- 
lic if appointments to hospital staffs are too limited. 

The council’s work on nursing education marks 
a new departure. Instead of the nursing group and 
the hospital group considering each other as incom- 
petents, neither of which can view nursing and the 
education of nurses properly, the two groups are 
now attempting to join hands on a basis of mutual 
respect. Such a program should result in far more 
significant gains than can be accomplished by mu- 
tual recrimination. It cannot be denied that many 
hospital people have been unwilling to face the 
facts developed by the Committee on the Grading 
of Nursing Schools. On the other hand, prominent 
nurses have sometimes taken positions that were 
untenable from a practical point of view. Certainly 
there is no need for a mutual admiration society 
but rather for honest cooperation on both sides. 
It now seems probable that this will be achieved. 


Importance of Local Councils Stressed 


The need for strong, ably directed hospital coun- 
cils in each city in the United States was brought 
out on every hand. Hospital councils can improve 
hospital relations with the public, they can help 
hospitals to refrain from cutting each other’s 
throats in the matter of fees, they can render dis- 
tinct service in the development of group hospital- 
ization plans, they can reduce costs and increase 
efficiency through coordinated standards of com- 
modities and purchases if they give adequate study 
to the quality of supplies and equipment, they can 
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adopt standards of ethical procedure regarding 
hours and wages of employees and regarding the 
training of nurses and they can bring a united hos- 
pital opinion to tax bodies regarding the matter 
of tax payments for the care of the indigent sick 
and other matters of common interest to public 
representatives and hospitals. 

Convention delegates who represent hospital 
councils were showered with requests to meet with 
small groups and share their experiences. It was 
reported that some fifty or sixty hospital councils 
are in the process of formation throughout the 
country. There seemed to be a strong feeling that 
these councils ought to represent both administra- 
tive officers and hospital trustees and that they 
should not be too closely tied to community chests. 
This does not mean that cordial cooperative rela- 
tions should not be established with the chest and 
with all other community social agencies but merely 
that the councils should represent, insofar as pos- 
sible, all the hospitals of the community and not 
merely those hospitals that are supported by com- 
munity chests. 


Group Hospitalization a Lively Topic 


Little attention has been given to the methods of 
linking up the small town and rural hospitals into 
appropriate councils and linking the councils into 
the state and national organizations. That such a 
relationship will ultimately be established may be 
accepted as a foregone conclusion. The time will 
not be ripe, however, until there is a wider under- 
standing of the service that such councils may give. 
Ohio already has such a plan pending before the 
state hospital association. 

Group hospitalization seemed to be one of those 
all-pervasive topics that were discussed on every 
hand. Both in the American and the Protestant 
conventions this topic aroused the liveliest discus- 
sion. From all parts of the country came reports of 
plans for group hospitalization, some of them actu- 
ally under way and others merely in process of for- 
mation. Those persons with actual experience were 
besieged with questions regarding the technique 
used in the development of plans and the details of 
administration. 

There seemed to be general agreement that in 
the development of group hospitalization plans the 
medical profession should be kept informed of 
progress but should not be “put on the spot” by a 
request for formal approval. One prominent ad- 
ministrator stated that most of the worth while 
members of the medical profession were in favor 
of group hospitalization plans. 

The general consensus indicated that the follow- 
ing principles should be followed in group hospital- 
ization plans. 
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1. Make the rates as low as is possible consistent 
with a good service. 

2. Make the benefits as generous as possible, re- 
ducing exceptions to a minimum. 

3. Extend the service to entire families as rap- 
idly as possible. 

4. Have the business management strictly under 
hospital control and the salesmen or other repre- 
sentatives fully acquainted with the social view- 
point of hospitals. 

5. If at all possible make group hospitalization a 
communitywide plan embracing all of the hospi- 
tals. Under no circumstances should one hospital 
attempt to steal a march on the other hospitals of 
the community by installing a plan first and taking 
the cream of the subscribers. Of course, if only one 
hospital is interested it may be desirable for the 
single hospital to start a plan as a demonstration 
and then open it to the others as rapidly as they 
will join. There was widespread agreement that 
subscribers will join more readily if they can have 
a choice of hospitals. 

6. While the present insurance laws are poorly 
adapted to the problem of regulating group hospi- 
talization plans, it seems apparent that some regu- 
lation is probable and desirable for the protection 
not only of the public but also of sound ethical 
plans. New York will probably take the lead in this 
matter since a committee is now at work drafting 
such legislation to present to the legislature. 

7. Undertake group hospitalization primarily 
for the benefit of the public and not for the benefit 
of either the hospitals or the medical profession, 
even though experience to date clearly indicates 
that it will react favorably to these groups. 


Need Exists for Uniform Accounting System 


Uniform hospital accounting is another of the 
large and difficult problems attacked by the coun- 
cil. For many years there has been a growing rec- 
ognition of the need for some system of accounting 
that would enable various institutions to compare 
their costs with some degree of fairness. Insofar 
as differences in cost are due to differences in 
actual service rendered and to geographical varia- 
tions, those facts can be ascertained. But it is obvi- 
ously desirable to eliminate all differences due 
merely to variations in bookkeeping methods. Of 
course such changes would greatly improve the ac- 
counting methods of many hospitals. 

To devise a plan that will be adaptable to large 
and to small hospitals and to all of the many vari- 
ous types of hospitals is no small project. Fortu- 
nately the hospital field has within its own ranks 
a considerable group of experts on accountancy 
who understand the problems peculiar to the hos- 
pital field. Some of these have been formed into 
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an advisory committee to assist the division of hos- 
pital accounting of the council. 

The final, but certainly not the least of the coun- 
cil’s projects, is the attempt to “think through” the 
relations of voluntary hospitals to governmental 
agencies, particularly in regard to the financing 
of hospital care for indigents. It is now almost 
unanimously agreed that governmental bodies have 
the major responsibility for the care of the indi- 
gent. Insofar as voluntary charitable agencies can 
relieve them of this burden, it is altogether fitting 
that they should do so. But when the load becomes 
too great for the voluntary agencies they have a 
right to look to governments—local, state and na- 
tional—for needed assistance. In doing so, how- 
ever, hospitals should not take the position that 
every day of care must be paid for by governmental 
agencies. It would be dangerous for hospitals to 
jeopardize their position as charitable agencies. 


Responsibility of Federal Government Affirmed 


The major difficulty arises, of course, when it is 
attempted to translate the policy of public respon- 
sibility into actual practice. How can tax bodies 
assist hospitals without making the hospitals “foot- 
balls” of politics? Where will the funds come 
from? How can public officials be brought to re- 
alize their responsibilities in this regard? These 
questions are still unanswered in general terms. 
In specific communities they have been successfully 
solved. Particularly is this true of the various 
Canadian provinces. The exigencies of a changing 
society are requiring so much more of our govern- 
mental agencies that a higher type of government 
service is becoming imperative. While this is not 
primarily a hospital problem, it is fitting that hos- 
pital people should do what they can to foster hon- 
est efficient government. 

While no clear definition of the relative respon- 
sibility of the federal, state and local governments 
was presented, or perhaps can be presented at this 
time, federal responsibility in the present emer- 
gency was affirmed and the Federal Emergency 
Relief Administration was, by appropriate resolu- 
tion, urged to reconsider its decision on this matter. 

The need of a sound program of public relations 
grows more apparent each year. Of course the best 
advertisement is a satisfied patient. But in these 
complicated days when every expenditure is under 
attack and particularly those expenditures for so- 
cial purposes, it is well for the hospitals to use all 
available resources to prevent undue restriction 
of their necessary work. Hospitals are trustees 
of one of the people’s most valuable heritages and 
as such are charged with preserving and promot- 
ing it. In this capacity they may and should use 
legitimate publicity—radio, newspapers, magazine 
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articles and reprints, pamphlets, addresses, movies, 


tours, public meetings and, of course, individual ° 


personal contacts. 

It is a happy fact that the American College of 
Surgeons has so forcefully thrown the weight of 
its organization to the support of the hospitals. 
It speaks to the public as an unprejudiced repre- 
sentative of scientific medicine. The energy, en- 
thusiasm and financial aid which it has brought 
to the hospital’s public relations program has given 
the program a strong initial impetus. To be of 
most value, however, the work must be ably sup- 
ported by the various state and local groups 
working in intelligent harmony with the national 
committee. Last year the greatest weakness in the 
program was in the state and local aspects. 

Public relations, of course, embraces more than 
mere publicity. It includes the whole question of 
the relations which the hospitals shall have to the 
community as a whole and to the various groups 
which comprise it. Undoubtedly we stand at the 
threshold of a wider era of public service for hos- 
pitals. This was foreshadowed by the action of the 
convention in adopting a resolution urging the 
wider use of the hospital’s diagnostic and thera- 
peutic equipment, the provision of office space for 
the staff and closer coordination with the commu- 
nity’s public health program. 


National Hospital Code Voted Undesirable 


While it was anticipated prior to the convention 
that the question of a code for hospitals, either on 
a voluntary basis or under the NRA, would be one 
of the leading topics for discussion, the report of 
the committee which handled this matter in Wash- 
ington quieted much of the preconvention criticism. 
While the committee maintained that a national 
code was undesirable, it suggested the need for 
local agreements covering the various points that 
might otherwise have been included in an NRA 
code. Under the formula proposed by the commit- 
tee, it will be possible and in harmony with the 
recommendations for the hospitals of each city or 
metropolitan area to band themselves together vol- 
untarily in an agreement regarding the hours and 
wages of employees, the rates to be charged for 
various types and kinds of service, the stand to be 
taken on care of the indigent, the standards to be 
required of nurses’ training schools and other simi- 
lar topics. 

Three resolutions regarding the NRA were 
adopted. The first urged hospitals to sign up under 
the NRA program as consumers, which would bind 
them to patronize only Blue Eagle concerns. The 
second stated that the association agreed with the 
principles of the NRA program and urged individ- 
ual hospitals to achieve the standards set forth in 
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the President’s Reemployment Agreement as rap- 
idly as conditions justify. The final resolution 
pointed out that unfair competition exists between 
hospitals in certain communities or sections of the 
country, particularly between the proprietary and 
the charitable hospitals, and urged that a commit- 
tee be appointed to study methods of protecting 
the hospitals from the abuses which are incident to 
this competition. 

The main reliance of those who wished for a 
hospital code is now being placed on local agree- 
ments which must rely on the honesty and fair- 
mindedness of the various hospitals. Whether such 
agreements will aid in either improving or elimi- 
nating the low grade proprietary hospitals, only 
experience will tell. Certainly the need for strong 
hospital councils is further emphasized. 


Excellent Reports Submitted by Committees 


The various round tables and section discussions 
were ably handled and presented a mass of valuable 
and, in many instances, practical information for 
hospital administrators. The section programs 
have grown so large and important that it is now 
time to consider if there can be developed some 
more effective method of coordinating the discus- 
sions in the various groups. Perhaps a certain 
amount of overlapping of subject matter is un- 
avoidable. Certainly it is worth while to consider 
carefully the program as a whole and to endeavor 
to divide up the various aspects in such a way that 
the program will, in its final form, present an inte- 
grated and unified picture of all the major problems 
of hospitals. 

Special mention should be made of the excellent 
work carried on by a large number of committees. 
Many of the suggestions in the reports should be 
followed up with vigor. Nothing is more discour- 
aging to a diligent committee than to have its re- 
port filed away to gather dust. Unfortunately most 
of the reports of committees were presented so 
rapidly and, without the benefit of a broadcasting 
system, were so difficult to hear that they were 
accepted without discussion and, it may be feared, 
without much understanding. 

A particularly gratifying aspect of the conven- 
tion was the excellent representation from Canada. 
Not only in numbers but in quality of members, the 
Canadian delegation was a credit to the dominion, 
an honor to the association and a fitting tribute to 
the retiring president, Dr. George Stephens of 
Winnipeg. 

The high quality of the program and the effective 
way in which it concentrated major attention on 
major topics reflected the diligence and leadership 
of the trustees, the section chairmen and the execu- 
tive secretary. 
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How Can the Hospital Crisis Be Met? 


Highlights from presidential address delivered at the Mil- 


waukee convention of the American Hospital Association 
By GEORGE F. STEPHENS, M.D. 


Superintendent, Winnipeg General Hospital, Winnipeg, Man. 


ican Hospital Association finds the hospitals 

of this continent at the parting of the ways. 
We are in doubt as to which road to take, for we 
do not know where even the most favorable ap- 
pearing one will lead. We have paid for our years 
of expansion in the frenzied twenties and are 
sometimes appalled at the thought of what the 
fearsome thirties may have in store for us. 

Hospitals, like individuals, find that many things 
are done without sufficient reason and might be 
discontinued with benefit. The hospital like the 
individual must cut its garment according to its 
cloth—it is doing it and doing it well. 

What are the hospitals doing to meet present 
conditions and give service? They are eliminating 
the nonessentials, or as the public expresses it, 
“cutting out the frills.” 

How many have said, “We cannot reduce 
further,” and then have found they could. When 
the management states, ‘““We have cut to the bone,”’ 
it is seldom the case, and even if it is, it may be 
necessary to go through the periosteum. 


[ice thirty-fifth annual meeting of the Amer- 


Administrator Should Initiate Changes 


The administrator must have both ears to the 
ground, at least one eye on the weather, his or her 
nose elevated to sense any impending unpleasant- 
ness, close touch with all phases of the work, oth- 
erwise he or she may feel a severe impact, and 
have to taste something unpalatable. Economies, 
salary reductions, curtailment of services, elimina- 
tion of nonpaying departments, should emanate 
from the administrative head and not be thrust 
upon him or her. The original suggester occupies 
a strategical position. He is always one up. 

We must know our costs. We must know what 
we can eliminate or reduce. The question then is, 
have we enough left to operate? If not, it becomes 
an individual problem depending entirely on a local 
situation. 

Definite economies can be made only through 
conscientious effort on the part of every member 
of the organization. It is assumed that income at 
present cannot be materially increased. For years 


discussions and papers at meetings have had to 
do with methods of increasing revenue. Little was 
said about controlling expenditures. We, the hos- 
pitals, like industry, are now paying the price. We 
have established standards of service which cannot 
be kept up, and we resent having to reduce these 
standards. Our main object at this time is to hold 
our structure together, and if it can be done we 
are indeed fortunate. 


Doctors Must Aid in Economies 


It is not only the public who needs education on 
hospital costs and curtailment. Doctors may need 
it quite as much. Many of our present expansions, 
our losing services and our “white elephants” are 
due to medical staff demand. Now that conditions 
have changed we expect the staff to come through 
on curtailments. In many places they are doing so 
effectively. 

This is the time to look about and see what 
others are accomplishing. It is a time also to see 
what other peoples and other countries are doing 
in the hospital field. We are accustomed to assume 
an attitude of superiority ; we expect to be envied. 
I sometimes wonder if the eulogies we receive and 
the flattering comments from visitors are always 
envy. Sometimes they may be expressions of pity 
wrapped up in a palatable form. 

In discussing the voluntary hospital with an ex- 
perienced hospital trustee, I asked him for the 
argument in its favor. He replied, “Because an 
interested group of trustees can run a better and 
cheaper hospital, and give better service and value 
to a community than a hospital run under any 
ordinary political set-up that exists.” I asked a 
commissioner of a county institution what was the 
argument in favor of this tax supported form. He 
replied, “Its form of management is democratic as 
it is directly under the control of the elected rep- 
resentatives of the people who supply the funds.” 
Both reasons are theoretically good. There is an 
assured future for both systems, working har- 
moniously side by side as they are doing in many 
places at the present time. 

If the tax paying community can secure an 
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equal or better service at an equal or lower cost 
by contracting with the voluntary hospital for the 
care of its charges, then it behooves that commu- 
nity to do so and save money to the tax paying 
public through avoiding heavy capital expenditure. 
If it cannot make such a favorable contract, then 
it behooves the voluntary hospitals in that com- 
munity to take an inventory of themselves and 
find out if they are not at fault. 


Care of Indigent Is Local Responsibility 


It must always be remembered that the respon- 
sibility for the care of the indigent sick belongs 
primarily to the group which under our political 
set-up is known as the municipality, the city or 
county unit. Provision should be made for hospital 
accommodation either in the unit’s own hospital 
or by paying elsewhere. Ownership is unimport- 
ant except for political and patronage purposes. 

The lay mind, inexperienced in hospital man- 
agement, sees in its administration the ordinary 
rules applicable to big business. Consolidations, 
mergers, lowered overhead and centralization are 
terms that have been bandied back and forward 
during recent years, though seldom heard at pres- 
ent. Some of these proposals are sound and have 
been resisted by the hospital authorities too long. 
Many of them are not sound, for there are certain 
factors in which hospital administration differs 
entirely from ordinary business. We are dealing 
with a group of individual patients and their 
individual needs; we are dealing with a group of 
individual physicians, each with his individual 
ideas; there are some nonproductive departments 
which must be carried on. None of these factors 
can be adjudged on purely business standards. We 
can budget expenditure, but as has been sadly 
found out in the past four years, few of us have 
been able to budget revenues accurately. 

Second only to the financial situation is the prob- 
lem of medical relations in hospitals, and again 
much can be done along lines of simplification and 
coordination. 

Speaking of hospital costs a recent report of a 
provincial medical association says: 

“Hospital charges are not excessive. Dollar for 
dollar they are justified by the importance of the 
service rendered for them—the salvaging of price- 
less human life. Cost for cost they are justified 
by the skilled service of technical and professional 
hospital workers. Compare hospital charges with 
charges for similiar services in any field. The re- 
sult will be favorable to hospital charges. On the 
average they are not a burden.” 

The report goes on to deal with indigent patients 
and their treatment. 

We hear much complaint and criticism over the 
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enormous growth of the out-patient departments 
and our helplessness in controlling them. Let us 
consider the efforts made to restrict these num- 
bers on the part of the London hospitals, as con- 
tained in a recent report. 

Among the conclusions and recommendations 
are some that are of particular interest in view of 
the almost unlimited expansion of out-patient 
service in our hospitals: “the retention and treat- 
ment of a large number of the nonurgent minor 
cases should be handled by other agencies”—‘“the 
present movement on the part of a large number 
of hospitals towards the more consultative use of 
their facilities is in the right direction.” This is par- 
ticularly true in the best equipped departments. 
Provision is made for the patient who having con- 
sulted his physician desires a second opinion and 
who cannot afford a private consultant, and ob- 
viously does not obtain the consent of the general 
practitioner. Other patients, of course, should 
bring a doctor’s letter. 

In a recent report of the British Medical Asso- 
ciation are found the following proposals: 

Curative, preventive, and constructive activities, 
the report states, are not three separate aims and 
objects but three-fold aspects of the same thing. 
For illness experienced creates the demand for pro- 
tection with regard to the future; for illness cured 
means prevention of possible unfortunate results. 
Prevention and cure in the individual are insepara- 
ble. Originally medicine began with cure, prevent- 
ing people from becoming sick was a natural se- 
quence; and now follows the newer conception, the 
constructive aspect in the enhancing of the nor- 
mal, carrying on to the highest possible degree, of 
spiritual, mental and physical health. 


Relations of Doctor and Patient Important 


The hospital has its place in this program. Pro- 
vision is made for research and progress in the 
hospital and in the laboratory. The medical serv- 
ice is based on a general practitioner for everyone, 
and on the free relationship between doctor and 
patient. Emphasis is laid on this freedom. There 
must be no one else intervening, neither govern- 
ment nor orthodox authority. There must be free- 
dom of selection on one hand and freedom in the 
method of treatment on the other. This attitude is 
in accord with one of the American Hospital Asso- 
ciation’s essential provisions to be included in any 
periodic payment plan for hospital care. 

There must be a complete service which includes 
provision for consultant and auxiliary services 
such as laboratory, x-ray, physical therapy, and so 
forth, and provision for institutional care. This 
last is regretfully excluded from the general scheme 
for the present as not being practicable. 
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Proper Planting 
for 


Hospital Grounds 


By 
RAYMOND P. SLOAN 


Associate Editor, The MODERN HOSPITAL 


ITH the United States as a nation and 

Americans as a people fast becoming 

ardent disciples of life in the open, there 
is an awakening appreciation of the value of 
creating beauty about the homes in which we live, 
the buildings in which we work, the institutions in 
which we conduct affairs of the nation, state and 
city, the schools wherein our children are edu- 
‘ated—to say nothing of the hospitals in which we 
care for our sick and maimed. 

The time has passed when a building is judged 
solely by the beauty of its architectural lines. Its 
setting, too, must be part of carefully conceived 
plans which include the wise selection and artistic 
grouping of trees, shrubs and flowers. 

Effective landscaping has wrought wonders in 
transforming the grimmest institutions and fac- 
tories into spots to which the public points with 
pride. Applied to hospitals its value lies not merely 
in brightening drab exteriors but in its actual 
beneficial effect upon patients who instead of gaz- 
ing upon gray walls and dreary yards, rest their 
eyes on patches of cool green, interspersed with 

Acknowledgment is made to A. F. Brinckerhoff, landscape architect, 
New York City ; Charles N. Lowrie, landscape architect, New York City ; 
Hicks Nurseries, Inc., Westbury, Long Island, and L. A. Berckmans, 


nurseryman, Augusta, Ga., for assistance in the preparation of this 
article. Photographs, courtesy Hicks Nurseries. 





the bright blossoms of flowering shrubs. Whether 
the hospital property comprises merely a few feet 
available for landscaping or whether it covers a 
considerable acreage, it possesses opportunity for 
development which may change the atmosphere 
and appearance of the entire building. 

The amount of space, in fact, is secondary. It is 
the use to which that space, no matter how small, 
is put that counts. Even the introduction of a 
suitable pine tree at either side of the main en- 
trance will be sufficient to offset the cold severity 
of brick or stone. Lacking any available ground 
space, the introduction of flower boxes at certain 
windows will extend a friendly welcome to the 
reluctant visitor. Effective treatment of windows, 
open porches, roof gardens, solariums, will be de- 
scribed in a forthcoming article. The purpose now 
is to determine what type of ground planting will 
prove not only the most pleasing, but the most 
enduring, and perhaps most important of all, re- 
quire a minimum amount of care. 


So much depends upon local conditions, the sec- 
tion of the country in which the hospital is located, 
the direction it faces, exposure of the grounds, 
condition of the soil and other factors, that it is 
difficult to lay down any specific set of rules. In 
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SUGGESTIONS FOR SUITABLE MATERIAL FOR PLANTING INSTITUTIONAL GROUNDS IN DIFFERENT SECTIONS OF THE 


SOUTHERN NEW ENGLAND AND 
NEW YORK STATE 
Deciduous Trees 


Sugar Maple 
Dogwood 

Hawthorn, in variety 
Honey Locust 

Varnish Tree 

Plane Tree 

Oak, in variety 
Japanese Pagoda Tree 
Elm 

Willow, in variety 


Deciduous Shrubs 


Aralia 

Pinxter Bloom 
Thunberg Barberry 
Dogwood 

Red Twig 

European Burning Bush 
Golden Bell, in variety 
Winterberry 

Regel’s Privet 

Bush Honeysuckle, in variety 
Bayberry 

Prairie Rose 

Japanese Ruguso Rose 
Snowberry 

Coral Berry 

Lilac, in variety 
Blueberry 

Arrowwood 
Nannyberry 

Siebold Viburnum 


Evergreen Trees and Shrubs 


Pfitzer Juniper 

Red and White Pine 
Japanese Yew 
Dwarf Japanese Yew 
Hemlock 

Hardy India Azalea 
Japanese Boxbush 
Simons Cotoneaster 
Evergreen Thorn 
Rose Daphne 

Box Leaved Ilex 
Mountain Laurel 
Oregon Hollygrape 
Japanese Spurge 
Myrtle 


Vines 


Virginia Creeper 
Trumpet Vine 
Virgin’s-Bower 
Wintercreeper 
English Ivy 
Honeysuckle 
Lace Vine 
Wistaria 


The above list may be used for 
plantings in the Middle West, but 
evergreens can  be_ successfully 
grown there only if particular at- 
tention is given to soil conditions. 


SouTH COASTAL PLAIN 
Deciduous Trees 


Mimosa 
Tung-Oil Tree 
Scarlet Maple 


UNITED STATES 


Flowering Peach 
Maidenhair Tree 
Chinese Magnolia 
Flowering Crab Apple 
Texas Umbrella Tree 
Weeping Willow 

Bald Cypress 

Water Oak 





Deciduous Shrubs 


Flame Azalea 
French Mulberry 
Strawberry Shrub 
Japanese Redbud 
Flowering Willow 
Flowering Quince 
Pearl Bush 
Golden Bell 
Shrub Althea 
Crape Myrtle 
Oriental Sweet Shrub 
Mock Orange 
Pomegranate 
Lilac 

Snowball 

Chase Tree 


Evergreen Trees and Shrubs 


Indian Azalea 

Japanese Azalea 

Pinxter Flower 

Chusan Fan Palm 

Australian Palm 

Cabbage Palm 

Deodar Cedar 

Yew 

Japanese and Italian Cypress 

Japan Cedar 

Chinese Fir 

Common and Pfitzer Juniper 

Silver Cedar 

California White Cedar 

Bhotan Pine 

Bottle Brush 

Glossy Abelia 

Century Plant 

Strawberry-Tree 

Coral Ardisia 

Aspidistra 

Japanese Aucuba 

Barberry, in variety 

Lindley Butterfly Bush 

Box, in variety 

Sasanqua Tea 

Japanese Chinquapin 

Camphor-Tree 

Laurel Rockrose 

Satsuma Orange 

Cotoneaster, in variety 

Sago Cycas 

Daphne, in variety 

Sawtooth Sotol 

Thorny Elaeagnus 

Goldenleaf Elaeagnus 

Trailing Arbutus 

Evergreen Burning Bush 

Goldleaf Burning Bush 

Spreading Euonymus 

Wilson Euonymus 

Feijoa 

Marumi and Nagami 
Kumquat 

Cape-Jasmine 

Fortune Cape-Jasmine 

Wintergreen 

Loblolly Bay 


Alpine Sunrose 

Red Yucca 

Golden St. Johnswort 

Goldflower 

Japanese Hypericum 

Evergreen Candytuft 

Holly, in variety 

Inkberry 

Tarajo 

Japanese Anisetree 

Jasmine, in variety 

Mountain Laurel 

Common Lantana h 

Myrtles : 

Privet, in variety 

Honeysuckle, in variety 

Dutch Woodbine 

Fetterbush 

Southern Magnolia 

Sweetbay 

Hollygrape, in variety 

Partridge Berry 

Common Oleander 

Devilwood 

Osmanthus 

Tea Olive 

Japanese Pachysandra 

Redbay 

Narrowleaf and Broadleaf 
Phillyrea 

Moss Phlox 

Low Photinia 

Mountain and Japanese 
Andromeda 

Tobira 

Whitespot Tobira 

Japanese Podocarpus 

Cherry-Laurel, in variety 

Firethorn 

Japanese Evergreen Oak 

Laurel Oak 

Hawthorn 

Rhododendron 

Rosemary 7 

Butchersbroom 

Autumn Salvia 

Ochnee-Bells 

Bohea Tea 

Sparkelberry 

Cranberry 

Viburnum, in variety 

Laurustinus 

Common and Bigleaf 
Periwinkle 

Spanish-Dagger 

Striped Spanish-Dagger 

Yucca, in variety 


1 alate 
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Vines 


Fiveleaf Akebia 
Crossvine 

Bronze Elaeagnus 
Wintercreeper, in variety 
Climbing Ficus 

Carolina Yellow Jasmine § 
Double Yellow Flowers a 
Ivy, in variety 

Jasmine, in variety 

Scarlet Kadsura 

Honeysuckle, in variety 

Banksian Rose 

Cherokee Rose 

Memorial Rose 
Laurel Greenbrier i 
Chinese Wistaria 

Bamboo 
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fact, to do so would be dangerous. 
On the other hand, there are cer- 
tain general suggestions that may 
be followed with discrimination. 

The first essential is to secure 
professional guidance. The serv- 
ices of someone qualified to visu- 
alize the picture complete and to 
plot it out in black and white, with suggestions as to 
the type of planting most suitable, will not only pro- 
duce the best results but will produce them at the 
lowest cost. Haphazard purchasing of trees and 
shrubs and planting with no sure knowledge of cli- 
matic or soil conditions are extravagant procedures. 
It is not enough merely to pick up a few shrubs at 
bargain prices and have some hospital employee 
stick them in the ground. Those same shrubs may 
have had their roots bound up in burlap so long 
that they are completely dried. Further, they may 
not have the slightest chance for surviving in the 
particular spot selected. It is very possible that 
they may require an exposure that is entirely 
different. 

Many types of plantings may be found imprac- 
tical for institutional grounds in that they require 
too great care. Constant fertilization and cultiva- 
tion are costly. Why not, therefore, limit the 
choice to other varieties that thrive under the most 
discouraging conditions and with a minimum 
amount of attention? 
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There are other advantages, too, in working with 
those trained in solving landscaping problems. 
They are in a position to make helpful suggestions 
as to how to treat a brick courtyard, for example, 


Three types of trees 

that beautify the land- 

scaping scheme. Left, 

pin oak; right, sugar 

maple; below, silver 
linden. 
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in such a manner as to make it 
become an effective garden spot 
which may be maintained at neg- 
ligible cost. Too, under their 
magic touch a bare wall may don 
a blanket of shiny green which 
nature will transform into beau- 
tiful shades of rose and gold 
with the first touch of frost. What a beneficent 
act to bring to the bedridden and suffering such 
vistas of the out-of-doors of which they are de- 
prived! Also who can estimate the full effect of 
their value during the long and tedious hours of 
convalescence? 


Sports Facilities Should Be Part of the Plan 


Provided space permits, landscaping plans 
should likewise include provision for recreational 
facilities for the staff. Even the city hospital is 
many times so situated that it can afford space for 
a tennis or squash court for the benefit of interns 
and nurses. 

One institution located in a congested city area 
standing in a plot of five acres has been particu- 
larly successful in making every available square 
foot of space count. A tennis court, basket ball 
ground, and short three-hole golf course are pro- 
vided. In addition there is a greenhouse in which 
flowers are grown, and where ferns and other 
plants used throughout the building are sent for 
recuperative treatment. This hospital likewise 
maintains its own truck garden where fruits and 
vegetables are grown to tempt the appetites of 
patients. 
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The location of the grounds to be landscaped 
must first be considered. As already indicated 
there are certain species of plants which cannot 
hope to survive the polluted air encountered in 
large cities. If the hospital happens to be thus 
located in the center of things, care must be exer- 
cised in using only those plantings that are resist- 
ant to such conditions. 

The ailanthus and the oriental plane serve well 
in city work. Ashes, locusts, European lindens, 
horse-chestnuts, Ginkgo and Norway maple are 
also noted for their ability to withstand summer 
droughts and suffocating soot. Authorities tell us 
it is better to refrain from using rough-leaved 
trees or those requiring much water. Among the 
shrubs suitable for such planting are smooth- 
leaved hardy sorts, such as lilacs, privets, golden 
bells, buckthorns and barberries. Selection among 
the pines might better be limited to the Japanese 
black pine, Japanese yew and Scotch pine which 
are able to withstand soot and gas better than 
others. Carolina hemlock also has been known to 
stand up under these conditions. The common 
arborvitae, on the other hand, seldom prospers in 
a polluted city atmosphere. 


The Soil Question Is Important 


One way to keep evergreens growing is to spray 
them during the cooler hours of the day, and at 
frequent intervals wash off much of the soot which 
collects from the atmosphere. The breathing pores 
of evergreens seem more susceptible to clogging 
from the dust of a polluted city atmosphere than 
do those of deciduous plants. 

It is also well to note that evergreens, perfectly 
hardy in the severe climate of New York State and 
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New England, and even in Michigan, will not prove 
hardy when used close to the shores of the Great 
Lakes. 

This leads up to the question of the soil. Is it 
alkali or acid, wet or dry, light or heavy? Take 
the matter of evergreens as illustration. Even the 
most hardy evergreens, it has been found, will not 
withstand the stiff, clay conditions of the Middle 
West during the hot summer months when the clay 
bakes very hard. Evergreens to be grown success- 
fully must be planted in loose, sandy loam or clay 
loam soil and should not be planted directly in a 
soil the predominating portion of which is clay. 


Sun Exposure Must Be Considered 


Boggy soil should be given artificial subsurface 
drainage after which treatment such trees and 
shrubs as the following should fare well: red 
maple, various kinds of alders, chokeberries, white 
oaks, pin oaks, willows, winterberries, button bush, 
white cedar. Where the soil is distinctly peaty, it 
would be wise to concentrate on mountain laurel, 
sheep laurel, ground yew, rhododendron, yellow- 
root and mountain fetterbush. 

The following trees and shrubs for the most 
part have a deep root system, enabling them to 
flourish under poor soil conditions: Scotch pine, 
white pine, pitch pine, red oak, black locust, bay- 
berry, beach plum, common juniper, sweet fern, 
witch hazel, fragrant sumac and dwarf gray 
willow. 

For planting in heavy clay soil which is not well 
drained the following are recommended: balsam 
fir, red maple, sugar maple, beech, elm, arborvitae, 
white pine, European larch, Japanese larch, Nor- 
way spruce, bush honeysuckle, witch hazel, vibur- 
num, dogwood, strawber- 
ry shrub and silver bell. 

Aside from the soil com- 
position another consid- 
eration is that of sun ex- 
posure. Some types of 
planting require full sun. 
Others fare well with only 
partial sun, while a few 
will persist in complete 
shade. Wind exposure, 
also, must be considered. 


A building no longer is 
judged solely by its ar- 
chitectural lines. Its set- 
ting must be planned 
carefully. Trees, shrubs 
and flowers must be 
selected wisely and 
grouped artistically. 
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Ordinarily the best plan is to utilize so far as 
practical plants indigenous to the locality. In the 
north Middle Atlantic states, for example, there is 
a wealth of material particularly among the native 
shrubs such as mountain laurel, blueberries, aza- 
leas, dogwood and viburnum which may be intro- 
duced into the planting scheme with good effect. 
All of these, however, require a slightly acid soil. 

With the plants properly selected for their re- 
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make the operation of transplanting smaller plants 
entirely impractical. This period, longest in Maine 
and in the section surrounding Minneapolis, lessens 
as one goes further south, until in Virginia and 
Georgia a continuous planting season extends 
without interruption through the dormant period.” 

The planting season for evergreens follows 
closely that for the deciduous plants. Probably the 
best rule to follow is that the soil moisture be 
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This thick bed of roses growing on a bank alongside the driveway is part of a carefully conceived landscaping plan. 


spective localities there should next be considered 
the time of planting. This operation should take 
place, as is generally known, in the dormant period. 
In his book, “The Complete Garden,” Albert D. 
Taylor says: “Beginning of the dormant period 
for woody deciduous plants comes in the autumn 
when their wood is matured and ripened and the 
leaves start to fall or take on their autumn colora- 
tion. This occurs early in such plants as lilacs, 
lindens, flowering currants and horse-chestnuts. 
From the beginning of the dormant period in the 
fall until the beginning of the physiologic activity 
in the spring deciduous plants may be moved at 
any time when the ground is in proper condition 
and the temperature favorable. In the northern 
states this work is suspended entirely during a 
normal winter for about four months except where 
large plants are moved with a frozen ball of earth 
about their roots, because frozen earth and snow 


plentiful just prior to the time of transplanting 
in the location from which the trees are taken. 
The grass seeding season is from the time the 
ground is workable in the spring until it gets too 
cold in the fall to start the germination process, 
while early fall gives best results. It is wiser not 
to sow grass during the summer when the ground 
is too dry to start germination and constant arti- 
ficial watering is required to keep the young plants 
alive. It is also generally considered better not to 
start the plants so late in the fall that the germina- 
tion process cannot start before freezing weather. 
Having made sure that the plants are well 
selected and having determined the best time of 
the year for planting them, the next point to be con- 
sidered is that of maintaining them properly. It 
has already been pointed out that to prolong the 
life of evergreens, soot and dirt should be washed 
off them at frequent intervals. A word of warning 








should be inserted at this point, however—they 
should never be watered on the leaves during the 
heat of the day when the sun is shining on them. 
Some discrimination should be used, too, in apply- 
ing water. Overgenerous doses can do just as 
much harm as too infrequent applications. One 
type of washing merely freshens up the leaves and 
permits them to breathe through removing dust 
and dirt. The other actually feeds the roots. Too 
much water on the roots, however, results in decay. 
This is not likely to occur when adequate drainage 
exists. 

The cultivation of shrubs is comparatively 
simple. A ground covering of leaves, grass sweep- 
ings or herbaceous plants forms the best kind of 
protection against cold in winter and drought in 
summer. Considerable harm can be done to any 
shrub border by digging too deeply after the roots 
are once established. A far better procedure is to 
mulch them permanently. This will eliminate the 
necessity for watering after the first year or two 
except under unusual circumstances. Every two or 
three years loosening the ground around the shrubs 
and applying generous quantities of well rotted 
manure or bone meal will prove effective. It is 
necessary also to remove all dead wood and rear- 
range the plants when the border is in danger of 
becoming overcrowded. 

Fertilizing trees will be rendered far more effec- 
tive if it is remembered that the roots of trees 
spread as far or farther than the tops and that most 
of the feeding roots are at the extremities of the 
large roots. Therefore in applying any fertilizer 
it is better to spread the area covered by the top 
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of the tree and forget about the space immediately 
surrounding the trunk. 

It has already been explained that some sort of 
ground covering under shrubs and trees adds ma- 
terially to the effect. In such shady locations 
Pachysandra, commonly known as the Japanese 
spurge, will answer the purpose well. In fact it will 
not only enhance the appearance of the space but 
actually help in its maintenance. Other plants suit- 
able as ground coverings are wintergreen, English 
ivy, moneywort, ground yew, partridge berry, 
spreading stonecrop. 

Frequently in planting hospital grounds the 
problem arises of screening off certain portions of 
the building or of unsightly adjoining property. 
For this reason it is well to consider briefly what 
plantings are best adapted to such a purpose. A 
choice must be made between those which hold 
their leaves the year round and others which afford 
a screen merely through the summer months. 
Conifers are about the only effective hedge border 
which hold their leaves the year round. Broad- 
leaved evergreens have been found impractical for 
this use, chiefly because they are not sufficiently 
compact, and then, too, they do not lend themselves 
to shearing. It is better to select as hedging some 
plant which is thorny in character. 

The chief point to be considered, however, in 
achieving proper planting, whether it may mean a 
few feet or several acres, is to follow some care- 
fully conceived plan. This method also permits of 
a gradual development where funds are limited. 
What may seem at first the most expensive course 
will in the final analysis prove to be the cheapest. 





A Bit of Hospital History 


Twenty years ago this month: 


The discussions at the Boston convention of the American 
Hospital Association summarized in the October, 1913, issue 
of The MoDERN HOSPITAL were reverberating through the 
hospital field. 

Dr. Adolph Meyer was discussing the significance of the 
newly opened Phipps Psychiatric Clinic at Johns Hopkins 
Hospital, Baltimore. 

Doctor Richardson at the Providence City Hospital was 
demonstrating that fumigation is unnecessary in hospital 
work and that strict cleanliness, with especial attention to 
sterilization and aseptic nursing gives protection against 
cross infection. 

The new Barnes Hospital, St. Louis, was under construc- 
tion. 

The lack of a sufficient number of autopsies was declared 
by the late Dr. Theodore C. Janeway to be “the greatest 
detriment to the development of practical medicine in 
America.” 

Whether the pavilion or the skyscraper type of hospital 





building was more efficient was being debated in Europe 
and America. 

Dr. John Allan Hornsby of Chicago proposed that hos- 
pitals be inspected and standardized, preferably by some 
disinterested foundation. 

The workshops for crippled out-patients of the Massa- 
chusetts General Hospital, Boston, were hailed as a new 
departure which would enable these patients to be self- 
supporting without danger to their health. 

The new $4,000,000 municipal hospital in Cincinnati was 
unable to open because the people felt that it was being used 
as a political football and refused to vote a bond issue. 

As president of the American Hospital Association, Dr. 
Frederic A. Washburn declared that “we should all use our 
influence against the starting of a hospital until it has been 
clearly shown that it is necessary; that the location sug- 
gested best meets the need; that there is adequate support 
in evidence; and that its conduct is in the hands of those 
whose ideals are high and whose methods are practical.” 

The California eight-hour law for nurses was being chal- 
lenged in the courts. 

The lack of sufficient applicants was worrying nurses’ 
training schools. 
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Community Hospitals— 


A Plan for Financing Them 


Sufficient sums should be raised by 
taxation, i the opinion of Doctor 
Goldwater, to provide for the medical 
care of the indigent, cluding reason- 
able compensation for the physician. 
He further believes the government 
should help promote contributory 
schemes which will encourage all 
those who are gainfully employed to 
contribute systematically toward the 
support of essential hospital service 


By S. S. GOLDWATER, M_D. 


New York City 


from many aspects. It can be viewed as a 

problem in domestic economy, and there 
are narrow-minded commentators who see in it 
little else of consequence. It can be regarded as 
essentially a struggle between the powers of light, 
as represented by the staff, and the powers of dark- 
ness, as represented by the lay board—a viewpoint 
which fortunately is rare outside of the editorial 
columns of a widely circulated and otherwise valu- 
able medical publication which shall be nameless. 
There are those who look upon hospital adminis- 
tration as primarily a carefully laid plot for the 
exploitation of nurses—a harrowing but not quite 
a just view. 

Business efficiency, charity, medical education 
and engineering are a few of its many aspects, 
each demanding a distinctive approach. Some- 
times even the care of the sick is spoken of by com- 
mentators as a hospital function meriting a certain 
amount of attention—a concession for which hos- 
pital administrators should be grateful. Actually, 
each of these modes of consideration is a sort of 


H trom me administration can be considered 


searchlight elucidating some of the facts of hospi- 
tal administration and forcing the remainder into 
the omitted background. Progress in the under- 
standing of hospital administration doubtless re- 
quires that the student limit himself to a considera- 
tion of a single aspect of the problem at any one 
time, and probably little harm would result from 
this procedure if its limitations were constantly 
kept in mind. 

No one will question the advances which the hos- 
pitals of America have made since the beginning of 
the present century. Hospitals are better planned 
than they formerly were. They are less haphazard 
in their domestic economy and in their business ad- 
ministration. Their nurses are more systemat- 
ically trained. Their interns are more carefully 
supervised. Their diet kitchens have acquired sci- 
entific rating and have come to play an important 
role in clinical treatment. Laboratory aids to diag- 
nosis are more generally employed. Clinical his- 
tories are more carefully recorded. Principles of 
ethical conduct have been laid down for the guid- 
ance of members of the staff. Thanks to opportuni- 
ties afforded by the American Hospital Association 
and other organizations and to the production 
of a copious reportorial and critical literature, 
superintendents are better informed than their 
predecessors could hope to be. In matters of in- 
ternal administration generally the typical hospital 
of the United States and Canada, though still con- 
scious of imperfections, has achieved a fairly 
healthy state. 


No Clearly Defined Policy of Support 


In its relations to the community, the hospital 
presents a far less satisfactory picture, a picture 
so disturbing that the creation by the American 
Hospital Association of a Council on Community 
Relations was a logical, an almost inevitable step 
toward remedial measures. For I think it may be 
said that neither the country as a whole nor any 
of its principal cities has a clearly defined policy of 
hospital support or a system of hospitals carefully 
adapted to community needs. It is true that the 
responsibility of the state for the medical care of 
the indigent is generally conceded, but differences 
of opinion are revealed as soon as an attempt is 
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made to define eligibility for public medical care, 
and certainly there is no clear understanding as to 
what public medical care properly includes. 

For example, it is usually taken for granted that 
doctors will share to an unlimited extent in medical 
relief whether they are paid for it or not. Lately 
physicians have challenged this assumption and 
have asked for a new deal. Sooner or later a con- 
troversy over the participation of physicians in 
medical relief work will take place and if the coun- 
cil undertakes to represent the hospitals in this 
discussion it will find its statesmanship and its 
knowledge of medicosocial problems severely taxed. 


Community Planning Is Almost Unknown in U. S. 


When we say that the care of the sick is a public 
or state responsibility, what do we mean? I sup- 
pose we mean that it is the duty of the state to see 
to it that a sufficient number of physicians and 
nurses are trained—and properly trained—to do 
the work required ; that hospital facilities are made 
adequate to public needs, and that these and any 
other resources that are essential to the care and 
treatment of the sick—clinics and district nurses, 
for example—are placed within the reach of those 
who require them. In practice the state does these 
things in part, but not thoroughly. 

Take the question of the supply of physicians. 
The government determines the basic requirements 
of medical education but each medical school de- 
cides for itself the number of students that it will 
admit, and each licensed medical graduate prac- 
tices where he pleases. Schools of nursing and 
their graduates do the same. Thus in any given 
period or in any specific locality there may be 
either an oversupply or an undersupply of physi- 
cians or of nurses. The production and distribu- 
tion of physicians and nurses is left almost entirely 
to the law of supply and demand, but unfortunately 
in this field the classical operation of this so-called 
law with its theoretical balances is subject to dis- 
turbing factors. 

The distribution of hospitals is in itself a potent 
factor in determining the distribution of physi- 
cians, but public officials make no attempt to con- 
trol the location of voluntary hospitals, and, in- 
deed, rarely make such careful surveys as should 
precede the location of public institutions. Al- 
though it is a common practice for cities, counties 
and states to offer free hospital beds to the in- 
digent, and although cities, counties and states con- 
tribute in varying degrees toward the support of 
indigent patients in voluntary hospitals, it is never- 
theless true that the careful community planning 
of hospital service is almost unknown in the 
United States. Nor is it at all to the credit of hos- 
pital administrators or public officials that reme- 
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dial measures have not been adopted in cities where 
the total number of hospital beds is ample but 
where some hospitals are shamefully overcrowded 
while others have numerous empty beds. 

Most of us, I suppose, have been educated in the 
school of liberal democratic thought. We therefore 
accept without much questioning the principle of 
state responsibility for the care of the sick as a 
part of the state’s general obligation to protect 
and promote the welfare of the people. If at any 
point our somewhat confused hospital system fails 
to supply adequate service, we instinctively feel 
that the state is somehow to blame. Yet the mo- 
ment any one suggests that a complete system of 
state medicine offers a logical escape from the evils 
of an unplanned hospital service, the violent oppo- 
sition of nearly all practicing physicians is aroused. 
What we Americans really want in medicine and in 
nearly everything else, is to be left alone while we 
work out our salvation as free and independent 
citizens. Our traditional attitude toward govern- 
ment is that the less it enters into our daily lives, 
the better. Nevertheless we do look upon it as a re- 
liable port in a storm, and when our private efforts 
fail we promptly seek protection in the harbor of 
government intervention. 

In a society in which responsibility for the care 
of the sick is regarded as a public function, what 
role can appropriately be assigned to the voluntary 
hospital? Since the beginning of the depression 
there has been a notable change of attitude on the 
part of voluntary hospitals. Hospitals that in bet- 
ter days were content to worry along independ- 
ently, offering free service to those who needed it 
and relying on voluntary donations to defray the 
cost, are today clamoring for government aid. Is 
this logical? I think it is. 


Has a Right to Ask the State for Relief 


Few among those who assert the principle of 
public responsibility for the care of the sick have 
any intention of throwing overboard either the 
ethical principle of private charity or the political 
principles of private property and individual en- 
terprise. Without in any sense abandoning the 
humane position which is appropriate to it, a dem- 
ocratic state may take advantage of the benevolence 
of private citizens and may accept their voluntary 
aid toward the accomplishment of any legitimate 
public object. From this point of view citizens who 
establish a voluntary hospital may be regarded as 
substitutes for the state. But however inde- 
pendently a hospital may be financed and man- 
aged, it remains essentially a public instrumentality 
which is always subject to state regulation and 
which, in emergencies, is entitled to state sup- 
port. When a community hospital which ordi- 
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narily is self-supporting, thanks to its voluntary 
donations, is deprived, by extraordinary economic 
conditions, of its normally adequate income, it has 
the right to turn to the state for relief. 

Similarly, a liberal or democratic state may rea- 
sonably permit and even encourage physicians to 
serve the poor without pay, and the history of this 
and of other English-speaking countries has shown 
how generous doctors can be. When, however, the 
volume of free professional service becomes such 
as to impoverish a large fraction of the medical 
profession, it is time for the state to step in and see 
that justice is done. In my opinion the time has ar- 
rived when the volume of free service which phy- 
sicians are called upon to do, especially in the great 
centers of population, has become a burden too 
great for them to bear. But is it of any use to in- 
voke the principle of state responsibility when it is 
known that many cities and counties are unable to 
meet their present commitments and that a demand 
for new expenditures for medical services would 
be successfully resisted by the taxpayers? 

The federal government has extended aid to the 
states and their subdivisions for other vital needs, 
and its aid in support of local hospitals in the pres- 
ent emergency would be in line with precedent. 
Should we, following this precedent, seek federal 
aid as an emergency measure only or should the 
federal government be asked to undertake perma- 
nently the support of community hospitals? These 
are grave questions. The permanent participation 
of the federal government in local hospital admin- 
istration and support would be more difficult to ac- 
complish than its temporary participation. In my 
opinion, such permanent aid is undesirable. 


Community Hospitals Need Permanent Relief 


If temporary federal aid is contemplated, we now 
know that although the federal relief administra- 
tion is willing to extend federal emergency aid to 
the states for the medical care of the unemployed 
in their own homes, it is opposed to the utilization 
of federal funds for hospital care for the same in- 
dividuals. Even if the federal relief administration 
were inclined to rescind its ruling and to divert to 
hospital support a fraction of the fund at its dis- 
posal, this would only be a temporary stop-gap, 
for the problem would remain of restoring the full 
amount of income which municipal and county hos- 
pitals enjoyed in more prosperous times and of in- 
creasing this income sufficiently to meet the re- 
quirements of a complete community program. The 
need of community hospitals is for permanent and 
not temporary relief. How can the hospitals obtain 
a steady and substantial source of income in addi- 
tion to the public and private funds at present 
available? That is our question. 
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The support of community hospitals by volun- 
tary contributions has been a just source of pride 
in America. The voluntary contributions of the 
wealthy are all very well in their way and we must 
not discourage or be ungrateful for them. But sup- 
port of this kind is irregular and incalcuable, and 
in even the most prosperous times it was inade- 
quate. We must find safer ground for the hospitals 
than this. Federal support is at present not obtain- 
able, and the resources of local government are well 
nigh exhausted. But while the state cannot meet 
the cost of adequate hospital care out of such re- 
sources as are at present available to local subdi- 
visions of the government, it can create or assist 
in the creation of machinery by means of which a 
larger proportion of the people will pay their hos- 
pital way. Is there any good reason why every in- 
dividual gainfully employed should not contribute 
a share, however small, of community hospital 
costs? I believe it to be the government’s duty to 
initiate or to facilitate such payments. Sound 
plans for group hospitalization, for example, 
should have the strong backing of both the execu- 
tive and the legislative branches of the state 
governments. 


A Proposed Financing Plan 


I propose, then, first, that the state reaffirm its 
responsibility for the care of the sick and that 
sufficient sums be raised by taxation to provide for 
the medical care of the indigent, such sums to in- 
clude reasonable and adequate compensation for 
the physicians who participate in this work; sec- 
ond, that the government join with the American 
Hospital Association, the medical profession and 
others in the promotion of contributory schemes 
which will encourage all those who are gainfully 
employed to contribute systematically toward the 
support of essential hospital service. I ask, in other 
words, that the support of community hospital 
service be based, first, for the benefit of the in- 
digent, on the income which the community derives 
from taxation and, second, for the benefit of the 
great mass of the working population who are gain- 
fully employed, on industrial earnings. These serv- 
ices must, of course, be supplemented by hospital 
service for the well-to-do, but we may safely leave 
it to those who are prosperous to purchase individ- 
ually such service as they require. 

I submit these recommendations to local hospi- 
tal councils and state associations for their earnest 
consideration, not unmindful that special condi- 
tions exist in individual communities, to which 
conditions any local arrangements for the support 
of hospitals must necessarily conform.’ 





‘Read at the convention of the American Hospital Association, 
Milwaukee. 
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What Others Are Doing 


New York Presbyterian Has 
Linen Control System 


Distribution and handling of linen 
at the Presbyterian Hospital, New 
York City, is accomplished through an 
efficient system of linen control. The 
head nurse on each floor is in charge 
of all supplies and acts in much the 
same capacity as the superintendent 
of a small hospital. In her hands is 
placed a copy of the linen standard for 
her floor, showing exactly the amount 
of clean linen in circulation upon which 
her floor may draw. Some floors, of 
course, are allowed more linen than 
others. “Responsibility rests upon 
those in charge,” explains A. J. Crow- 
ley, head of the linen control. 

Articles are designated by numbers 
rather than by names. For example, 
the figure 11 stands for large sheets, 
while 12 indicates draw sheets. Let- 
ters prefixed to numbers indicate units. 
B 11, for example, belongs to Maxwell 
Hall Nurses’ Home. Lowest numbers 
are given to items used in the greatest 
quantity. A total of 233 classification 
numbers are used. 

Soiled linen is removed from the 
beds and put into hampers lined with 
large canvas bags that are numbered 
and marked with the floor letters. 
Each bag must contain a list headed 
with the name of the floor or depart- 
ment, the name of the person who 
made out the list, the date and the bag 
number, which corresponds with that 
on the outside of the bag. The bag is 
then thrown down the chute and a 
duplicate list goes to the linen room 
where it automatically becomes a req- 
uisition for fresh linen to be sent to 
the floor indicated on the slip. Each 
floor has its own linen closets where 
there is always a four-day stock on 
which to draw. Linen sent down be- 
tween noon of one day and the next 
noon is returned the following morn- 
ing. 

Daily and weekly records show the 
amount of linen allotted to each floor 
and the quantity used. When a certain 
department runs over its allotment, 
the matter is taken up with the head 
nurse. A careful check is thus main- 
tained at all times over the issuance 
and distribution of the linen. 

Personnel laundry is handled dif- 
ferently. It is placed in large heavy 
pasteboard boxes, each marked with 


the name of the owner and the room 
number. 


The linen is then collected 


and delivered by the linen control de- 
partment. 

The laundry at Presbyterian Hospi- 
tal is in itself a large commercial en- 
terprise, doing an average of 207,000 
pieces a week or 35,000 pieces daily. 
The average number of pounds a week 
is about 92,000. One sheet, it was 
found, went through the laundry 750 
times without a break. Experience has 
proved that the life of a sheet is about 
seven and one-half years. Spreads last 
about six years and pillow cases, five 
years. Bath towels average seven years 
and face towels, about six years. A 
nurse’s uniform stood up well under 
135 washings. 


Minneapolis Hospitals Cooperate 
in Care of Accident Cases 


In order that Minneapolis physi- 
cians may determine the extent to 
which emergency accident cases cared 
for in the municipal hospital could be 
made a source of revenue to the volun- 
tary hospitals, an agreement has been 
effected between the Minneapolis Gen- 
eral Hospital and nine of the volun- 
tary hospitals. 

Under the terms of this agreement, 
which went into effect on August 15, 
the municipal hospital ambulance de- 
livers accident cases to the various 
voluntary hospitals in rotation. Each 
hospital agrees to accept and treat the 
patients brought to it on its day of 
service, at least until its facilities are 
exhausted. When a patient is found 
to be indigent the voluntary hospitals 
may, after giving emergency treat- 
ment, remove him to the municipal hos- 
pital if he is a resident of the city. If 
the patient is completely indigent but 
cannot be moved without endangering 
his life, the municipal hospital will rec- 
ompense the voluntary hospital for 
care at the rate of $2.84 per day. 

This agreement is made for a trial 
period of three months, according to 
Pr. Charles E. Remy, superintendent 
of the municipal hospital, so that the 
physicians of Minneapolis may find out 
for themselves how many of these cases 
actually are in a position to pay. 
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Postmortem Permission Slip 
Gives Protection 


A permission slip for postmortem ex- 
aminations of the type shown below is 
used at Mount Sinai Hospital and 
Montefiore Hospital, New York City, 
as well as at several other institutions. 
It was drafted with legal assistance 
and has been carefully worded. 


MONTEFIORE HOSPITAL 
NEW YORK 


For the purpose of ascertaining 
the cause of death, the undersigned 
sitet cetacean of the deceased, consents 

Relationship 
to postmortem examination on............... 
Permission is granted for the removal 
of diseased tissue. 

It is understood that the examina- 
tion will be made 

[ the existing surgical wound 
through ; an abdominal incision only 
| full autopsy 


Hospital Witness 


Office of the Director 


Hospital Speeds Collections 


To speed up the collection of delin- 
quent accounts, the Baptist Memorial 
Hospital, Memphis, Tenn., employed an 
experienced collector on a commission 
basis and established him in an office 
of his own in a separate part of the 
hospital building. His office was labeled 
“Department of Collections.” 

These mere words had a surprising 
psychologic effect on delinquent pa- 
tients, according to George D. Sheats, 
superintendent. The device immedi- 
ately began to bring results. All ac- 
counts ninety days old were automati- 
cally placed in the hands of the 
collector, as well as all bad checks and 
all litigation cases that required special 
attention. When the department was 
started, all doubtful accounts, no mat- 
ter how old, were turned over to it. 

The collections accruing from this 
department from November, 1930, to 
June 1, 1933, amounted to $30,169, or a 
monthly average of $973. Some of this 
money would have been collected 
through the regular channels, of 
course, but the superintendent believes 
that a large portion of it would have 
been lost but for the new arrangement. 


Probably you can think of one or more practical ways to 
save time or increase efficiency. The Modern Hospital 
will welcome your ideas to put before other hospitals 
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How Many Municipal Hospitals 
Admit Private Patients? 


By CARL P. WRIGHT, Jr. 


Associate in Administration, and 


C. W.MUNGER, MLD. 


Director, Grasslands Hospital, Valhalla, N. Y. 


Medical Care indicated that municipal hos- 

pitals in large cities received only 1 to 2 per 
cent of their support from patients’ fees. The re- 
port further stated, however, that certain smaller 
cities and counties possessing governmental hospi- 
tals were conducting them for the service of their 
entire communities. These hospitals were said to 
receive one-third to one-half of their revenues 
from pay patients. 

This statement, coupled with the prevalent talk, 
pro and con, about the socialization of medicine, 
prompted The MODERN HOSPITAL’ to try to as- 
certain the extent to which municipally financed 
institutions are serving as full-fledged community 
hospitals, treating private and indigent patients. 

That information upon this point would interest 
both voluntary and public hospitals seemed cer- 
tain. The questionnaire method was the only pos- 
sible means of acquir- 
ing the facts. Accord- 
ingly The MODERN Hos- 
PITAL submitted a list of 
questions to 200 tax sup- 


[ie report of the Committee on the Costs of 


In analyzing the replies, it was considered de- 
sirable to segregate data according to the popula- 
tion of the cities in which the hospitals are situated. 
Separate figures are shown for California institu- 
tions because of the special reference in the report 
of the Committee on the Costs of Medical Care to 
the prevalent use of public hospitals in that state 
for the care of citizens from all walks of life. 

Table I indicates that larger communities in 
general have larger hospitals; that more than one- 
half of the bed capacity represented in the study 
is in cities of over 250,000 population; that the 
study represents returns from 44,000 beds*. In 
the various tables that follow are presented sta- 
tistically the answers to each of the questions 
that are propounded. 

One-third of the hospitals whose replies are tab- 
ulated in Table II systematically exclude pay pa- 
tients while almost two-thirds fail to do so. 


This survey of 121 tax supported hospitals reveals wide vari- 


ported general hospitals 
owned by city or county 
governments. With a 
few surprising excep- 
tions, the larger hospi- 
tals responded, as did 
many of the smaller 
ones. A total of 135 or 
67 per cent replied. Of 
these replies 121 were 
sufficiently complete for 
use in the tabulations. 





i1The authors acknowledge the as- 
sistance of Dr. S. S. Goldwater, 
New York City, and of The Mop- 
ERN HospPITAL editorial staff in the 
preparation of this survey. 

2The total number of beds in all 
general hospitals in the United 
States in 1932 was 395,548. The 
total number of beds in all general 
hospitals controlled by cities and 
counties in 1928 was 67,096. 


ation mm attitudes and practices mn relation to admission of pay 
patients. Exclusion of pay cases 1s customary mm large city hospitals, 
while few mstitutions in smaller cities exclude thementirely. T hat 
nearly all accept part-pay patients indicates general recognition 
of the propriety of helping such cases with public funds. Mumic- 
palities have frequently constructed hospitals with the direct mten- 
tion of serving all classes of patients. T his has sometimes occurred 
because of mmadequacy or total lack of private hospital beds. T here 
is a perceptible tendency toward freer admission of pay patients to 
tax supported hospitals although superintendents in general re- 
alize that public hospitals should not accept pay patients when 
suitable private facilities are available in the community 
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| TABLE I—DISTRIBUTION OF HOSPITALS AND OF HOSPITAL 
BEDS BY POPULATION OF CITY 





7 No. of Average 
Hospitals TotalBed Bed 


Key No. Population Reporting Capacity Capacity 

















| Group I 250,000 and over 32 24,863 777 
Group II 100,000 - 250,000 14 2,839 203 
| Group III 50,000 - 100,000 6 1,242 207 
| Group IV 25,000 - 50,000 15 1,886 126 
| Group V 10,000 - 25,000 22 2,650 120 
| Group VI Under 10,000 13 4,761' 366 
| Group VII California hospitals 19 5,815 306 
TOTALS 121 44,056 364 
7 ‘nebedes we nego esuntey hospitals in the country having a post 
office address in the nearest small town. 


Exclusion of pay cases is the custom in hospitals 
in large cities, while in smaller cities few exclude 
pay cases entirely. Although only one-third of the 
hospitals exclude pay cases, this number includes 
many of the larger hospitals with aggregate ca- 
pacity of 22,000 beds or almost exactly 50 per 
cent of the total beds represented in the study. 
Of the California hospitals, Group VII, more than 
one-half exclude pay patients when possible. This 
evidence is rather contrary to the impression that 
policies concerning pay cases are liberal in the 
county hospitals of that state. 

The 40 superintendents who answered “yes” in 
Table II enumerated various reasons for this pol- 
icy. Among these reasons were: “recognition of 
legal obligation to use supporting tax funds in 
service to indigent only”; “avoidance of competi- 
tion with local private institutions’; “prevention 
of imposition upon visiting doctors who serve the 
hospital gratuitously”; ‘city ordinance prohibit- 
ing acceptance of pay patients,’ and “lack of 
space.” 

“The San Diego County General Hospital,” 
wrote the superintendent, ‘was established ac- 
cording to law by the board of supervisors and is 
for the care of indigent patients. Under no con- 
ditions do we make arrangements to take patients 


| TABLE II—ARE Pay PATIENTS SYSTEMATICALLY Ex- 
CLUDED From Your HOospPItTAL? IF so, WHAT IS THE 
THEORETICAL BASIS OF THIS POLICY? 


GroupI Il U1 IV. V_ VI VII Totals 


Yes (except emer- 
gencies) 22 4 1 2 11 40 
No [T0MH 42 RH OS 76 
Yes, except part-pay 
(not able to pay 
minimum _ else- 
where) 1 2 
Yes, except psychiat- 
ric, contagious or 
cancer pay cases 


TOTALS 32 14 6 15 22 13 19 121} 





2 2 
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who are able to pay. We believe that in so doing 
we at once become competitors of our sister hos- 
pitals in this city.” 

Ninety-one per cent of the hospitals included in 
the study, according to Table III, evidently admit 
pay cases at times. This is not to be confused 
with Table II which indicates that 33 per cent of 
the hospitals accept pay cases only in emergen- 
cies. Many hospitals in this group apparently are 
forced to accept varying numbers of emergency 
pay cases. 

It is significant that a number of the hospitals 
indicate that acceptance of private cases was in- 
tended at the time of organization and that mu- 
nicipalities have, comparatively frequently, put 
public funds into hospital construction with the 
direct intention of serving all classes of patients. 

Of the 108 superintendents who reported in 
Table III that their institutions have long admit- 





TABLE IJI—Ir PAY PATIENTS ARE ADMITTED UNDER | 
ANY CIRCUMSTANCES, STATE HoW AND WHEN THIS 
SERVICE BEGAN AND WHY IT WAS INAUGURATED 

GroupI II IIIV V_ VI VII Totals 








Always has been 
policy, or for a 











long time 26 14 6 16 21 th 3S 108 | 
Recently started 
policy 0 0 0 0 1 2 3 | 
Question does not 
apply 6 2 2 10 | 
TOTALS 32 14 





6 15 22 13 19 121. 


ted pay patients, one explained that this practice 
began during the influenza epidemic of 1918. One 
traced the policy to a city ordinance of 1898, while 
a District of Columbia hospital began admitting 
pay cases following an Act of Congress in 1924. 
Another superintendent reported that pay patients 
have always been admitted to his institution al- 
though the reason is unknown. “To take care of 
that class of patients who do not want or will not 
receive charity service and further to assist in de- 
fraying the general hospital expense,” was one 
superintendent’s explanation. Lack of private hos- 
pital facilities in the community was the reason 
given by three superintendents, while one ex- 
plained that pay patients were admitted when the 
hospital was first opened to the public and the 
practice was continued to keep down expenses. 
Three superintendents reported that the policy 
of admitting pay patients had been adopted re- 
cently. One stated that the change was made in 
1927 in order to help pay the expense of caring 
for indigents. Another reported that the legisla- 
ture recently allowed the acceptance of pay and 
part-pay patients. 
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TABLE I1V—IF THE CLASSIFICATION OF ADMISSIBLE PAY 

PATIENTS HAS RECENTLY BEEN EXPANDED OR CHANGED | 

IN ANY WAY, STATE THE REASONS FOR SUCH CHANGE 
GroupI II IIIV V_ VI VII Totals 


Yes, recent change 
has been made 1 0 2 0 0 6 1 10 | 


No recent change 
has been made 


Question not an- 
swered or does not 


ae 5, 3 
TOTALS 14 6 15 22 13 19 121 


25 14 4 15 22 1 18 99 


for) 
fr) 
_ 
to 


Co 
nN | 


Table IV indicates that approximately 8 per 


cent of the group have recently changed their 
policy toward admission of pay patients. These 
changes were from a former policy against ac- 
ceptance to a new policy favoring acceptance of 
pay cases. Eighty-one per cent have long held their 
present admission policy. 

Two of the ten superintendents reporting “yes” 
in Table IV explained that the classification of ad- 
missible pay patients had been expanded because 
new buildings had been completed, making new 
beds available to pay patients. A third superin- 
tendent said that the only change made in his 
institution was an increase in price during the 
past summer. 

One hundred and one of the 111 hospitals (see 
Table III) that accept pay cases supplied data 
that could be tabulated in Table V. Of these 63 
per cent collect full cost of care or more, 35 per 
cent collect less than cost and 2 per cent do not 
know whether or not they collect full cost. The 
35 per cent which do not collect full cost are in- 
teresting and we regret that the questionnaire 
did not ask these hospitals to explain their rea- 
sons further for using public funds to help per- 
sons presumably able to pay their bills. That so 
many knowingly do this indicates deliberate in- 
tention in the direction of financing the costs of 
all illness from tax sources. Here apparently is 
evidence of beginning socialization of hospital if 
not of medical care. Accurate conclusions are of 
course not possible in the absence of detailed ex- 


TABLE V—Do PRIVATE PATIENTS IN YOUR HOSPITAL 
FuLty PAy THEIR Way? 


GroupI II Il IV. V_ VI VII Totals 





Yes 13 5 4 1219 8 3 64 
No 9 9 : £ 2 2:4 35 | 
Question not an- 

swered or does not 

apply 10 : ¢ 20 
Not determined 1 1 2 


146 15 22 13 19 121 


w 
bo 
| 


TOTALS 
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planatory data from the 35 per cent who replied 
“no” to this question, although Table VI partially 
explains the situation. 

Studying Table VI we find that of the 35 hos- 
pitals answering “‘no” in Table V, 26 indicate that 
they have a definite policy against charging full 
costs to persons presumably able to pay. This 
number constitutes 21.4 per cent of all hospitals 
reporting. This group has about 9,300 beds or 
21.1 per cent of the total beds involved in the 
study. This table also shows that only 4 of the 
19 California hospitals reporting have definite 
“socialization” policies. 

Let us now study Table VII. Of the 111 hospi- 
tals reporting that they accept pay cases under 
any circumstances, only 7 give answers that can 
be tabulated indicating public objection to their 
pay patient policy. This is a surprisingly small 
proportion and should not be misinterpreted. Pos- 


| 
| | 


| TABLE VI—IF PART OF THE COST OF MAINTENANCE OF 
Pay PATIENTS IS DEFRAYED OUT OF TAX FuNDs, Is 
| THIS ARRANGEMENT DUE TO A CLEARLY DEFINED POL- 
Icy OR Is IT TO BE CONSIDERED AN ACCIDENT OF 
ADMINISTRATION ? 
GroupI Il IlIV V 


| 
| 


VI VII Totals | 


| 


Due to clearly de- 





fined policy 6 6 0 2 a: 2 « 26 | 

Due to accident of 
administration 1 me a a. - aa. 9 

| Question not an- | 

|  swered or does not 

apply 25 8 411 19 6 18 86 | 

TOTALS 32 14 6 15 22 138 19 121 | 


=a | ae 


sibly many more have received objections from in- 
dividuals or unorganized groups. 

“The county medical society raised the ques- 
tion,” explained one superintendent. “Investiga- 
tion of our methods, however, cleared up the mis- 
understanding.” Another administrator said that 
the taxpayers’ league objected to admission of 
pay patients but offered no plan in its place. A 
third superintendent reported only isolated com- 
ments in reference to individual cases. 

Table VIII indicates that 47 per cent of the su- 
perintendents reporting see no effect upon morale 
by pay patients; 20 per cent believe they improve 
morale; 9 per cent believe they are a disturbing 
factor. In this latter group some answers indi- 
cate that different classes of service are attempted 
in the same wards. In our opinion this should 
never occur. If public charges and pay patients 
were treated exactly alike, these hospitals would 
probably find less discontent. Ward personnel need 
not know who pays and who does not. When pri- 
vate rooms are available, differentiation from 
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ward service should be simple and should cause 
no trouble. 

One of the eleven superintendents who believe 
that the presence of pay patients in a governmen- 
tal hospital is detrimental remarked that the 
keeping of charity and pay patients together in 
one ward interfered with collections. 

“T feel,” said another superintendent, ‘‘that the 
morale of a public institution is vitally affected by 
the presence of pay and part-pay patients since 
different classes of service must be rendered, in- 
cluding nursing, dietetic, medical and personal. 
A great deal of dissatisfaction is found among the 
patients because of the different classes of service 
rendered and the different assignment of loca- 
tions to patients.” 

One administrator believed that the presence 


| 
| TABLE VII—Has ANY ORGANIZED Civic GrouP EVER 
| QUESTIONED THE PROPRIETY OF CARRYING ON THIS 
SERVICE AS A PUBLIC FUNCTION? 
GroupI IIT IIIV V_ VI VII Totals | 
Yes 0 10 01 21 4 7 | 
| No 9 13 6 15 17 9 12 81 | 
| Question not an- 


swered or does not 
apply 23 4 3 3: 33 


TOTALS 32 14 6 15 


| 
! 
| 
| 


bo 
bo 
— 
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Lon) 
_ 
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of pay patients was beneficial in that it tended 
toward the maintenance of more efficient service. 
Another felt that pay patients had confidence in 
the hospital and that this fact helped in main- 
taining the general morale. A third superintend- 
ent believed that pay patients improved morale 
and gave nurses and interns a finer training. 

The open staff for pay patients, according to 
Table IX, has predominance in numbers but not 
in bed capacity represented. Approximately 16,- 
000 beds restrict care of such cases to the hospi- 
tal staff as compared to 13,000 beds that follow 
open staff policies. The smaller hospitals, as 
might be expected, incline to open staffs. Sev- 


TABLE VIII—IN WHAT WAY OR WAYS DOES THE PREs- 
ENCE OF PAYING PATIENTS IN A MUNICIPAL OR COUNTY 
HospitAL AFFECT THE MORALE OF THE INSTITUTION? 


GroupI I UIIV V_ VI VII Totals 


No effect 6 6 3 5 12 6 7 54] 
| Improves 4 4 3 6 5 2 24 | 
| Detracts 4 1 gs. 11 | 

Effect unknown 1 1 

Question not an- 

swered or does not 
apply 9 3 4 5 4 6 31 
TOTALS 32 14 6 15 22 18 19) 121} 
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“ 
| TABLE IX—IS THE PRIVILEGE OF TREATING PRIVATE Pa- 

TIENTS IN THE HOSPITAL CONFINED TO MEMBERS OF THE 
HosPITAL STAFF OR IS THIS SERVICE CONDUCTED AS AN 


OPEN HOSPITAL SERVICE? 
GroupI II WIIV V 


| Confined to members 
of hospital staff 14 8 1 3 9 4 7 46 


Open hospital 


VI VII Totals 


service 7 5 5 il 7 3 50 
Question not an- 
swered or does not 

apply 11 1 1412 9 25 


32 14 6 15 22 138 19 121 


wey 
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enty-two of the hospitals in cities of more than 
100,000 and those in California—usually large hos- 
pitals—have closed staff policies. 

Table X reveals that 22 or 18 per cent of the 
superintendents see need of changes in policies; 
79 or 57 per cent see no need of modification. 

“I feel,” wrote one superintendent, “that all 
public hospitals will face the necessity, if they 
are doing careful financial investigation, of charg- 
ing fees representing a part of the cost of care 
to many patients. Public hospitals should not, in 
my opinion, accept private patients fully able to 
pay both hospital and doctor unless the public hos- 
pital is the only institution in the community of- 
fering the necessary facilities. When public 
hospitals do accept private patients under these cir- 


IN WHICH IT Is DESIRABLE TO MODIFY EXISTING 


| TABLE X—Dors YouR EXPERIENCE INDICATE ANY WAY 
PRACTICE? 


GroupI II IIIV V_ VI VII Totals 
No modification in- 
dicated 23 7 6 15 15 5 8 79 
Modification is indi- 
cated 3 . 2 ©@ 4 8 22 
Not answered 6 2 0 0 5 4 3 20 | 
TOTALS 32 14 6 15 22 13 19 121) 


cumstances, they should of course charge enough 
to reimburse the municipality for the expense.” 
Another administrator believes that the system 
of registration should be improved so as to pre- 
vent persons who are able to pay from taking ad- 
vantage of city charity. Another would eliminate 
all pay and part-pay charges. A third superin- 
tendent advocated that government subsidies be 
granted to private hospitals for the care of part- 
pay patients. Another expressed the opinion that 
all tax supported hospitals should be operated as 
purely charity institutions; emergency and char- 
ity cases able to pay for private hospital care 
should, he thought, be moved to private hospitals. 
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A Nurses’ Registry That Serves 
a Twotold Purpose 


By JANET FENIMORE KORNGOLD 


Director, School of Nursing, Touro Infirmary, New Orleans 


PERATION of a nurses’ registry is an ac- 
tivity in which a department of nursing or 
the office of a school of nursing may engage 

with professional fitness and propriety. Nurses 
are required in the homes of the community and 
in many of its industrial and commercial institu- 
tions. They are required in the hospital itself. 
They are sought by smaller hospitals that have no 
schools of nursing and do not supply their own 
personnel. 

That the citizen or the industrial establishment 
should turn to the hospital when in need of nursing 
personnel appears logical. The ability of the hos- 
pital to meet this request for assistance is certain 


to strengthen the bond between the hospital and 
the community. 

Nurses’ registries or personnel bureaus have 
sometimes proved reasonably successful as busi- 
ness enterprises. Given a sufficiently populated 
community with a fair demand for nursing serv- 
ice, together with circumstances and management 
that minimize the overhead expenses of the bureau, 
such an enterprise can produce a favorable balance 
sheet. 

It was for the double purpose of rendering to 
the community a real service and of fostering a 
business enterprise that would eventually produce 
a bank account that the Touro Nurses’ Registry 








This attractive porch in the patio of the nurses’ residence was furnished from funds supplied by the registry. 
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was established in January, 1931. In these lean 
years when institutional incomes are curtailed and 
budgets allow only for the necessary operating ex- 
penses of schools and nurses’ residences, it appears 
highly desirable that the nursing department pro- 
duce an income, provided this can be accomplished 
by activity that is in keeping with the acknowl- 
edged purposes of hospital and nursing groups. 

The Touro school of nursing has approximately 
200 alumnae actively engaged in professional work 
at the present time. Since employment is sought 
only for the school’s own graduates, this figure rep- 
resents the maximum number of registrants that 
can be handled by the Touro Nurses’ Registry. 

The registry operates without overhead expense 
since it is accommodated in the office of the depart- 
ment of nursing. It has no pay roll to meet since 
it is operated by the department’s already existing 
clerical personnel. For these reasons it is evident 
that the registry should make a substantial profit. 
Save for the original expense incurred for a visible 
filing cabinet and a nominal expenditure for sta- 
tionery and postage, the income has been profit. 

Annual income of the Touro registry has, until 
this year, approximated $1,600. This year, because 
of a desire to make the financial difficulties of the 
special duty nurse less irksome, this income has 
been reduced one-third. Registrants now pay a fee 
of $8 a year instead of $12, the prevailing fee in 
most registries in larger cities. It appears likely, 
however, that the net income of this enterprise will 
continue to exceed $1,000 annually, and that the 
nurses’ residence will enjoy many additional com- 
forts from this source. 


Profits Used to Improve Facilities 


During the first year of its existence, the regis- 
try supplied funds for the erection and furnishing 
of an outdoor living room in the patio of the nurses’ 
residence. The subtropical climate makes possible 
the continuous use of such a porch during seven 
months of the year. Installation of ceiling fans 
has added inestimable comfort during the long 
summers. Furniture was chosen to produce a mod- 
est but tasteful interior. The cost of erection and 
furnishing approximated $1,000. 

During the second year the registry’s income per- 
mitted the installation of storm curtains in the 
sleeping galleries where fifty students are accom- 
modated. Thus the students are enabled to sleep 
outside the year round. During this period the 
registry also met half the expense involved in the 
installation of an electric refrigeration system sup- 
plying ice water to all three floors of the residence. 
Other purchases included a dozen upholstered 
pieces of furniture for the students’ lounge and 
fifty armchairs and rockers for bedrooms. 
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Nor has the classroom been forgotten in the 
expenditure of registry funds. A hospital doll, a 
mounted skeleton, plaster models of torso, limbs 
and various anatomical structures, a large assort- 
ment of microscopic slides for the use of the bac- 
teriology class, a mounted dictionary and eight 
reading lamps for the study hall were purchased 
with money earned by the registry. 


Nurses’ Infirmary Furnished This Year 


The first project undertaken during the current 
year was the furnishing of an infirmary for stu- 
dent nurses. For this purpose the hospital set aside 
a suite of rooms consisting of a four-bed dormitory 
with an adjoining bath and lounging room. This 
arrangement permits the convalescent patient a 
fair measure of liberty without annoyance to other 
students who may still be bedfast. Both dormitory 
and lounge overlook the courtyard through twenty 
tall French windows. 

In furnishing the infirmary, every effort has 
been made to banish hospital atmosphere, at the 
same time preserving all conveniences for nursing 
care. Each bed in the dormitory is supplied with 
a reading lamp and with individual nursing equip- 
ment kept in the bedside table. Draperies and cush- 
ions of apple green and daffodil yellow chintz, rag 
rugs in which black and russet predominate and 
maple furniture all contribute toward an air of 
intimacy and gayety. The registry expended $500 
in furnishing this suite. 

Aside from its financial advantages, the regis- 
try’s operation within the hospital has resulted 
beneficially in establishing a closer relationship 
between the hospital administration and the nurses 
caring for its clientele. It has simplified the ad- 
justment of complaints on the part of patients. 
Improved morale in the nursing personnel has 
been maintained. 

Patients and their relatives find it easy to stop 
at the registry office to discuss the merits and 
demerits of their nurses. The registry does not 
function merely as a telephone exchange to put the 
patient in touch with a nurse. It assists in selecting 
the right nurse for the particular case. Doctors 
find the presence of the registry in the hospital con- 
venient since it enables them to arrange for nursing 
service at the conclusion of their rounds. 





Keep the Light Bulbs Clean 


Lighting engineers state that dusty bulbs are respon- 
sible for millions of dollars of waste of energy through the 
maximum of light not being delivered. Keeping the bulbs 
clean will ensure better light at no extra expense to the 
hospital. Specific directions should be given the house- 
keeping department to see that the bulbs are kept clean. 
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What Hospitals Owe to Women’s Work 


By ASA S. BACON 


Superintendent, Presbyterian Hospital, Chicago 


HE hospital being a community enterprise 

is entitled to the support of the people of the 
community. It requires, however, careful 
planning and organizing to enlist the various 
groups in activities that will benefit the hospital, 
just as it does for other community enterprises. 
Each hospital has an organized board of man- 
agers, a medical staff, a nursing staff. Why should 
it not have a women’s auxiliary? No community 
work is better adapted to women’s capabilities than 
work done for the hospital. In fact, women have 
already done much toward raising hospital stand- 
ards. Catholic Sisters have established hospitals 
throughout the country and they run them admir- 
ably. Charitably inclined women have established 
hospitals and have given their services as well as 
their money. We all honor Florence Nightingale 
for her work in raising the standards of hospitals. 





_ *This article is one of the Hospital Organization series, under the 
direction of Dr. Winford H. Smith. 


Since the year 1865 women voluntary workers 
have played no small part in building up and main- 
taining hospitals in Canada. These women “hospi- 
tal aids” have made a magnificent contribution of 
kindly deeds and financial aid to their hospitals. 

In the United States a good many hospitals owe 
their existence to women’s work. There is almost 
no limit to what women can do for hospitals. Only 
a few of the important items of service will be dis- 
cussed here. It should be understood, however, that 
a women’s board in a hospital is an auxiliary of 
the board of managers and it should always work 
in perfect harmony with the board and under the 
guidance of the superintendent. 

Let us consider some of the departments for 
committee work on the women’s auxiliary. 

The children’s department is a committee to look 
after the needs and interests of the children. This 
committee can establish free beds for sick children 
by collecting funds from Sunday schools and public 
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school children. The head nurse of the children’s 
department should report the interesting activities 
of the wards to the women’s auxiliary board meet- 
ings to stimulate interest. 

The delicacies committee undertakes to make and 
collect from women in churches and clubs, jellies, 
grape juice, fruits and other delicacies for the ward 
patients. The women take a great deal of pride in 
doing this work for the hospital. 

The entertainment committee provides suitable 
entertainment for the patients, including religious 
services on Sundays, and at Easter, Thanksgiving, 
Christmas and other special days, including Na- 
tional Hospital Day, May 12. 

The furnishing committee is usually an active 
committee that provides many things for the hos- 
pital that the superintendent is always in need of. 
In one hospital this committee keeps the hospital 
supplied with silverplate knives, forks and spoons 
that have been received in exchange for soap wrap- 
pers collected by the members. 


Important Service Is Building Loyalty 


The library committee does important work. 
Proper reading matter provided for the patients 
has therapeutic value and is helpful in many ways. 
Volunteer library work is satisfactory when prop- 
erly organized but many auxiliaries prefer to raise 
the money for the support of a permanent librarian. 

Social service and occupational therapy are de- 
partments of a hospital especially interesting to 
women, and reports from the heads of these depart- 
ments at the auxiliary meetings arouse interest. 

The auxiliary should be active in the school of 
nursing. The student nurses appreciate this 
friendly contact with the women of the community. 
In some schools a fund is provided from which stu- 
dents can borrow to help them through school. 

I could go on almost indefinitely enumerating 
things that the women of the community can do for 
their hospitals, as for instance raising money by 
rummage sales, garden parties, and sales of old 
books. The most important thing of all, however, 
is to build up a loyalty to the hospital that no critic 
can break down. The hospital needs honest, con- 
structive criticism as well as sympathetic coopera- 
tion that can and should come from an organized 
group of women who enter into all the avenues of 
life in the community. 

The membership of the auxiliaries varies with 
the size of the community. Some that are small do 
work of no less importance than that of a larger 
group. Junior aids can be organized with profit to 
themselves and to the hospital but they should 
always work under the supervision of an older 
group. 

One can readily see that in a properly organized 
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women’s auxiliary a hospital has a strong arm of 
service reaching out and making sympathetic con- 
tacts between the hospital and the community. This 
contact creates a better community understanding 
of all that pertains to hospital administration. 

Following is the text of the constitution and by- 
laws of the woman’s board of the Presbyterian 
Hospital, Chicago. This board was organized in 
1883 and celebrated its fiftieth anniversary in Jan- 
uary, 1933. This constitution and by-laws has been 
amended from time to time so that it is now, I be- 
lieve, a good guide for any hospital wishing to 
organize a women’s auxiliary. 


CONSTITUTION AND By-LAWS OF THE WOMAN’S BOARD 
OF THE PRESBYTERIAN HOSPITAL OF THE 
CITY OF CHICAGO 
Article I (Name and Object) 

This organization shall be called, The Woman’s 
Board of The Presbyterian Hospital of the City of 
Chicago. Its object shall be to aid the Corporate 
Board of Managers of the Hospital and to stimu- 
late interest among the different Churches of the 
Presbytery in order to carry on the various activi- 
ties of the Hospital. 


Article II (Officers) 

The officers shall be a President, one or more 
Vice-Presidents, a Recording Secretary, an Assist- 
ant Recording Secretary, a Corresponding Secre- 
tary, a Treasurer and an Assistant Treasurer. 
These officers shall be elected at the annual meeting 
and shall continue in office one year or until their 
successors shall be elected. 

Article III (Executive Committee) 

There shall be an Executive Committee which 
shall consist of the officers, Advisory Council, 
Chairman and Vice-Chairman of Standing Com- 
mittees, and other members of the Board elected 
at each annual meeting to fill the expired term of 
one of three classes, serving three years respec- 
tively. 

Article IV (Membership) 

The membership shall be Active, Associate, Con- 

tributing and Non-Resident. 


Article V (Committees) 

Standing and Special Committees shall be 
formed by the Executive Committee as the needs 
of the work may require. The Chairmen of the 
committees shall be appointed by the Executive 
Committee, subject to the approval of each com- 
mittee. New members of the Board shall signify 
on which committee they wish to serve. 


By-LAws 
Article I (Meetings) 


The Woman’s Board shall meet on the first Mon- 
day of each month at 10:30 A.M., except during 












October, 1933 


July, August and September. The Executive Com- 
mittee shall meet at 10:00 A.M. The Annual Meet- 
ing shall be held the first Monday in January at 
11:00 A.M., unless otherwise directed by the Board. 
The President of the Corporate Board of Managers 
shall be asked to preside at this meeting. The Min- 
utes of the Annual Meeting shall be approved at 
the next regular meeting of the Board. 

Article II (Duties of the Officers) 

The duties of the officers of this Board shall be 
the same as usually belong to these offices. The 
Vice-Presidents shall, in order named, assume the 
duties of the President in her absence. The Secre- 
taries and Treasurer shall report at each meeting 
and at the Annual Meeting. The Auditor of the 
Corporate Board of Managers shall audit the An- 
nual Report of the Treasurer of the Board. There 
may be assistants appointed to any officer or chair- 
man of a committee. 

Article Il] (Advisory Council) 

There shall be an Advisory Council, which shall 
consist of officers of the Board and members who 
have shown their interest by continuous active 
service or by large gifts to the Hospital. They shall 
meet at the call of the President as an advisory 
committee. They shall be members of the Execu- 
tive Committee. 

Article IV (Honorary) 

1. The office of Honorary President was created 
in 1897, in honor of Mrs. Daniel A. Jones. Since 
1908 the honor has been conferred on Mrs. McCor- 
mick, and in 1919 on Mrs. Octavius S. Newell, 
and in 1927 on Mrs. David W. Graham. 

2. A list of Honorary Members shall contain the 
names of former active members who have been 
of unusual service to this Board but who are no 
longer in active work. 

Article V (Membership) 

1. Active Members are either representatives 
from Presbyterian Churches or women, not repre- 
senting Churches, who wish to give service to the 
Presbyterian Hospital, and form a General Mem- 
bership. Annual dues for Active Members are 
$2.50, payable January 1st. Active Members not 
having paid annual dues and absent from three (3) 
consecutive meetings of the Board, without ex- 
planation, may at the discretion of the Executive 
Committee and after due notification be considered 
as resigned. 

2. Associate Membership shall consist of those 
members of Presbyterian Churches who contribute 
toward the work of the Board. They have the privi- 
lege of attending the Annual Meeting. 

3. Contributing Membership shall consist of 
friends of the Hospital who contribute money to 
its work but are not members of Presbyterian 
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Churches. They have the privilege of attending 
the Annual Meeting. 

4. Non-Resident Membership consists of those 
who have been active in the work of the Board but 
are non-residents of Chicago. 

Article VI (Standing Committees) 

The Standing Committees shall be: 

1. The Appropriations Committee shall consist 
of the officers of the Board, Advisory Council, 
Chairman of Committees collecting funds not al- 
ready appropriated when received, Chairman of 
Committees whose work depends on appropriations 
from the total amount collected, and other members 
of the Board appointed by the President. This 
Committee shall meet after the Annual Meeting 
to make appropriations ; the Corresponding Secre- 
tary shall send notice of this meeting and the Presi- 
dent of the Board shall preside. 

2. The Children’s Department Committee shall 
report at the regular meetings to keep the members 
of the Board in touch with the needs and interests 
of the Children’s Department of the Hospital. 

3. The Delicacies Committee shall provide for 
the solicitation of delicacies or money for same for 
the use of ward patients. 

4. The Entertainment Committee shall provide 
suitable entertainment for patients according to 
opportunity, subject to the approval of the Super- 
intendent. 

5. The Finance Committee shall consist of seven 
members appointed from the officers by the Presi- 
dent who shall act as chairman. This committee is 
given general supervision and control over all 
finances of the Board including investment and 
reinvestment of funds and fixing and changing of 
salaries. 

6. The Associate Membership Committee shall 
have charge of the solicitation of Associate Mem- 
berships through Presbyterian Churches. 

7. The Chicago Children’s Benefit League Com- 
mittee shall have charge of collecting funds on 
“Tag Day.” These shall be used for the Children’s 
Department in the Hospital. 

8. The Child’s Free Bed Committee shall have 
charge of all the contributions received through 
Sunday Schools to be used for the endowment of 
free beds for children. 

9. The Contributors’ Fund Committee (founded 
by Ruby McCormick Blair in 1916) shall have 
charge of the collection of funds from friends of 
the Hospital who are not members of Presbyterian 
Churches. 

10. The Thanksgiving Linen Committee shall 
have charge of gifts of linen or money as a 
“Thanksgiving Offering.” All money shall be set 
aside to constitute a “Permanent Linen Fund,” the 
interest only may be used each year. 
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11. The Pledge Fund Committee shall have 
charge of the collection of an annual personal con- 
tribution toward the work of the Board received 
from its own members and from other Presbyterian 
Women. 

12. The Furnishings Committee shall have 
charge of Hospital furnishings, subject to the ap- 
proval of the Board. Members of this Committee 
are appointed by the Executive Committee. One 
member of the Committee shall have charge of a! 
the sewing which is done for the Hospital by the 
Churches. 

13. The Hospital Bulletin Committee shall col- 
lect and edit material suitable for publications to 
be known as “The Bulletin of the Presbyterian 
Hospital” and “News Items.” 

14. The Library Committee shall provide for the 
solicitation and distribution of suitable reading 
matter for the use of patients. 

15. The Membership Committee shall consist of 
two (2) members of the Executive Committee and 
the President who shall consider all names pro- 
posed for active membership, either as representa- 
tives from their respective Churches or for General 
Membership. This Committee shall present the 
names to the Executive Committee for election 
which recommendation shall be approved by the 
Board. 

16. The Nominating Committee shall consist of 
five (5) members originally appointed by the 
Board to serve in the following manner: at the 
Annual Meeting the Chairman shall retire from the 
Committee, the Committee having previously pro- 
posed a member for election to complete its num- 
ber. Following the Annual Meeting the Committee 
shall elect its own Chairman and Secretary. Three 
(3) months before the Annual Meeting the Chair- 
man shall call her Committee to prepare a list of 
names for officers to be presented for election at 
the Annual Meeting; also for a Class of the Execu- 
tive Committee to serve three years; and to fill 
vacancies occurring in the two remaining classes. 
It shall also be the duty of this Committee to pre- 
sent names for election to fill vacancies in office 
occurring during the year. 

17. The Occupational Therapy Committee, under 
the direction of the staff of the Hospital, shall have 
an active interest in the plans for reconstruction 
work as well as curative work among the patients 
of the Hospital and shall keep the Board informed 
of matters of interest and progress in the depart- 
ment. 

18. The Printing and By-Laws Committee shall 
consist of a Chairman appointed by the Executive 
Committee, the Corresponding and Recording Sec- 
retaries, and the President Ex-Officio, who shall 
have charge of the revision of the By-Laws and 
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shall have charge of the printing of the Annual 
Report. 

19. The School of Nursing Committee shall keep 
the Board informed of matters of special interest 
concerning the School; shall consider applications 
for scholarships supported by the Board and with 
the approval of the Director of the School extend 
loans to students. Sub-committees may be ap- 
pointed to help the nurses arrange for special activ- 
ities connected with the School. 

20. The Social Service Committee shall be an 
advisory committee consisting of the officers and 
other members of the Board asked to consult with 
them. This Committee shall advise with the Social 
Service worker and meetings shall be held at the 
call of the President of the Board. 

21. The Visiting and Devotional Committee 
shall be appointed by the Executive Committee and 
approved by the Superintendent of the Hospital 
and shall visit the Hospital under the direction of 
those in authority. The Chairman shall arrange 
for the Devotional service of each monthly meeting 
of the Board. 


Article VII (Amendments) 


The Constitution and By-Laws may be amended 
at any regular meeting of the Board, notice of such 
amendments having been given at the previous reg- 
ular meeting. 





When the Co-Insurance Principle 
Applies 

Alfred C. Meyer and Carl A. Erikson, authors of the 
article, “Hospital Fire Insurance Should Be Reconsidered 
Annually” in the August issue of The MODERN HOSPITAL, 
wish to correct an error in that article on the subject of 
“co-insurance.” 

Reduced to its simplest terms, the co-insurance clause in 
a policy simply requires the policyholder to carry insurance 
to some named percentage of the value of the property 
covered. If he carries less than the agreed percentage, he 
can collect only pro rata on the amount of his loss. Thus, 
if he agrees to insure to 80 per cent of the value of his risk 
but actually insures to only 60 per cent, or three-fourths 
the required amount, then he can collect only 60/80, or 
three-fourths the amount of his loss. Of course, he cannot 
collect in any case more than the face value of his policies. 

The co-insurance principle applies only when the amount 
of the loss, as well as the amount of insurance carried, is 
below the agreed co-insurance level. If the loss is greater 
than the co-insurance level, then the policyholder can collect 
the full face value of the policy. Because of this protection 
to the company, co-insurance is offered at lower rates than 
straight insurance. 

A novel chart has been prepared which visualizes the 
co-insurance principle so clearly that its operation under 
various conditions may be seen at a glance. This will be 
supplied to any hospital or executive who makes application 
through the editor. 
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New Influences at Work in Planning 
a Nurses Home 


By AUSTIN D. JENKINS 


Puckey and Jenkins, Architects, Chicago 


quantity of work done by an individual are 

affected by his home surroundings. If the end 
of the day’s work brings us to an atmosphere and 
setting distinct from that of the office, we experi- 
ence at once the restful and restorative effect of 
change. 

For one family, it is comparatively simple to 
create a real home feeling, but when the family is 
an institutional one and consists of a large group 
whose chief bond is merely doing the same sort of 
work, then the difficulty is obvious. While an in- 
spired superintendent or matron can create, in 
almost any environment, that subtle something 
which sets one institution apart from its fellows, 
the personal influence of the head will be greatly 
helped by a properly planned and attractively fur- 
nished building. 

No class of workers is more benefited by a com- 


| IS a commonplace to say that the quality and 


plete change in surrounding, when off duty, than 
institutionally employed nurses, whether student 
or graduate. Some time ago I visited a home for 
student nurses in a large Eastern hospital for men- 
tal diseases. Commenting on the beautiful arrange- 
ment of the building, | was told by the head of 
the home that its erection had greatly reduced the 
strain on the students, perhaps particularly severe 
in the case of mental cases, and had greatly in- 
creased the efficiency of their work. The univer- 
sal value of proper housing cannot be doubted. 
Early in 1930 my partner and I were employed 
by the Children’s Memorial Hospital, Chicago, to 
start studies for a new nurses’ home. The hospi- 
tal had never had adequate nurses’ quarters. A 
fraction of the nursing force was housed in a make- 
shift building on the grounds but the balance were 
maintained in small groups in apartments rented 
in the neighborhood of the hospital. This arrange- 
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ment was costly and unsatisfactory, and when be- 
quests made possible the erection of a proper 
nurses’ home, the hospital determined to plan it 
as carefully and intelligently as possible. 

Nearly three years were spent in the develop- 
ment of the plans and the construction of the build- 
ing. The management of the project by the hos- 
pital authorities was from first to last efficient to 
a degree unmatched in our experience. 


Layout of Other Nurses’ Homes Studied First 


A building committee of three, consisting of the 
president of the hospital board and two others, 
was in active charge of the undertaking. A sim- 
ilar committee of two, represented the women’s 
board and had complete charge of the furnishing 
and decoration. The intelligence, industry and en- 
thusiasm of these two committees cannot be ade- 
quately described nor could the value of small com- 
mittees be better demonstrated. Meetings were 
held at more or less regular intervals, and never, 
I might add, was luncheon combined with the dis- 
cussion, the conventional afternoon of eloquence 
being thus avoided. 

The superintendent, the director of nurses, the 
dietitian and the housekeeper were constantly con- 
sulted and their tireless labors and wise and pene- 
trating criticism of the plans were of the greatest 
help. 

Before the building plans were started, the pres- 
ident of the hospital board, the superintendent, the 
director, the women’s committee and the archi- 
tects visited a larger number of nurses’ homes in 
other hospitals to collect data to be used in our 
project. A questionnaire of four typewritten 
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sheets was of great service in collecting essential 
information, in preventing lapses of memory and 
in simplifying the preparation of statistical and 
comparative data, which were found indispensable 
in working out the scheme. 

From the information contained in the question- 
naire, measured drawings of the typical single 
room in six different institutions were assembled 
on a single sheet for the use of the building com- 
mittee. Tabulations were also made of the ratios 
of single room residents to group toilet and bath 
equipment, telephones and other accessories. 

Some of the headings of the questionnaire were 
as follows: typical room, reception or living 
rooms, assembly room, office space, classrooms, 
corridors. Under each of the headings were nu- 
merous subheads. A completely filled out ques- 
tionnaire gave us a detailed and accurate picture 
of each building visited. 


Contractor and Architects Cooperated Closely 


With the information thus obtained, studies of 
the plans were started and gradually developed 
into working plans. As the plans began to take 
satisfactory form and the study of the structural 
and engineering problems was about to be started, 
the contractor was selected by the building com- 
mittee, without competition. The architects were 
instructed to call in the contractor during the 
making of the working drawing and specifica- 
tions on any and all matters wherein he could be 
of service. This brought to bear on all practical 
questions the field knowledge and experience of a 
thoroughly reliable and competent contractor and 
unquestionably resulted in a substantial saving to 





Some of the unique fea- 
tures of the basement 
floor are the ventilating 
system for the dining 
rooms which exhausts 
through the _ kitchen, 
thus drawing kitchen 
odors away from the 
dining rooms, and the 
two receiving platforms, 
one on each alley, which 
deliver through the 
chute or the freight lift 
to the receiving clerk. 
Notice the interns’ large 
recreation roo m—th« 
“roughhouse” ro0om— 
with its kitchen for mid- 
night meals. 
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the hospital. I recall that the selection of the type 
of floor construction was made only after four 
different designs had been analyzed and estimated 
by the contractor and discussed with the architects. 

This unusual arrangement almost entirely elimi- 
nated changes in specification and pro- 
cedure when the job was started and | 
am sure that all architects would wel- 
come such a scheme, provided that a 
contractor of proper caliber was avail- 
able. I understand that this method was 
successfully used in the construction of 
the new New York Hospital-Cornell 
Medical Center and a number of other 
large hospital projects. 

Thus to reconcile the architects’ and 
builders’ quite different viewpoints, dur- 
ing and not after the development of the 
working plans, is obviously a great ad- 
vantage and while often this cannot be 
done, it is certainly worth serious consid- 
eration in any sizable project. 

The procedure successfully followed 
in the creation of the plans may be thus 
summarized: (1) management of the 
job by the hospital through small and 
efficient committees, the hospital staff 
cooperating; (2) visits to similar build- 
ings in other hospitals and preparation 
of comparative data by the use of a care- 
fully prepared questionnaire; (3) early 
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The beautiful wood paneled en- 
trance hall and a section of the of- 
fice are shown in the above picture. 
Below is an exterior view of the new 
seven-story and basement nurses’ 


home . 
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selection of the contractor and cooperation between 
him and the architects during the preparation of 
plans and specifications. 

So much for the methods used in the evolution 
of the scheme of the building. 

The governing idea in the design of the nurses’ 
home was to produce a compact, practical and at- 
tractive building, designed and furnished so as to 
be of distinct social and cultural value to the resi- 
dents and to help in the creation by the operating 
staff of a quiet, homelike and noninstitutional at- 
mosphere. These purposes were in large measure 
accomplished, so I believe it will be interesting to 
use this particular building as a text for such com- 
ment on its plan as might be of general value to 
others considering a similar project. 


Two Types of Bedrooms 


Details of site and purely local conditions are 
not here of interest. I may say, however, that the 
building is seven stories high above the basement, 
with the seventh floor unfinished, and provision in 
columns and foundations for a future eighth floor. 
Its present capacity is 142 nurses and twenty-one 
interns. The full completion of the building will 
add accommodations for about seventy nurses. The 
ultimate total of 233 was used in planning kitchen, 
dining rooms, elevators and other facilities. 

There are two types of rooms in the main resi- 
dential parts of the building—the typical single 
room and groups of two somewhat larger con- 
nected rooms with a private bath. These suites are 
occupied by the supervisory staff. In some few 
cases one individual uses both rooms, one as living 
room and one as bedroom. There is also a special 
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suite for the director of nurses. All single rooms 
have running water. 

The typical single room was given the most 
careful study. After its design was fairly well 
established, a sample room was erected in tem- 
porary materials, so that the position of the win- 
dow, the radiator and the lights and the placing of 
furniture could be brought into proper relation. 
The room is 8 feet 10 inches by 9 feet 6 inches, 
exclusive of an entrance way, in which are located, 
at either side of the hall door, a wash bow! and 
clothes closet. Radiators are recessed under the 
windows and there is a transom over the hall door. 
The furnishings consist of a bed, a chest of draw- 
ers, With a hanging mirror, an easy chair, a desk, 
a straight chair and a night stand. 

There is no provision in the building for the 
care of the sick. In case of illness, a nurse goes to 
the infirmary in the main hospital. 

Separate and particularly quiet rooms for 
nurses on night duty were not provided, although 
they may be when the seventh and eighth floors 
are completed. Other institutions reported great 
difficulty in persuading night nurses to leave their 
own rooms. 


Separate Quarters Provided for Men Interns 


An unusual and perhaps alarming requirement 
of this building was decorously to house within it 
eighteen men interns, who had previously occupied 
an old frame house on the hospital grounds. To 
isolate the interns in a domain of their own was in 
this instance made comparatively easy by the pres- 
ence of a private alley which separates the north 
wing from the balance of the building. In the first 


On the first floor, the 
mail alcove behind the 
building office helps to 
avoid congestion and lit- 
ter in the main elevator 
lobby. The small recep- 
tion rooms for student 
nurses, called “saying 
good night rooms,” wre 
inoffensively supervised 
by those going to and 
from the staff parlor. 
The serving room, which 
is connected with the 
kitchen by a dumb- 
waiter, can serve the au- 
ditorium, living room, 
and staff parlor with 
equal convenience. 
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Cafeteria service is used both for the nurses and the interns, who have 
separate dining rooms. Below is a section of the kitchen. The kitchen equip- 
ment is of the latest design and includes a large “walk-in” refrigerator. 


and second floors of this wing are found 
the doctors. They have separate en- 
trances, an attractive library or living 
room and a basement amusement room, 
largely of concrete and therefore intern- 
proof. Two senior interns have each a 
study and bedroom, the others have good 
sized single rooms. Access is provided to 
the tunnel leading across the street to the 
hospital buildings. 

In all corridors, service rooms, baths 
and toilets throughout the residential 
portion of the building, walls and ceilings 
are painted a soft and attractive green. 
On two of the four typical floors the same 
color is used for the rooms. Of the other 
two, one has the rooms done in rose and 
the other in yellow. The furniture is 
beautifully scaled to the rooms. Window 
hangings, upholstery, and bed covers 
harmonize directly with the wall color. 

To provide for and encourage informal 
recreational gatherings there are on 
‘ach typical floor the following “com- 
mon rooms”: (1) living rooms for grad- 











uate and student nurses, charmingly furnished and 
provided with card tables; (2) a completely 
equipped kitchenette, with range, refrigerator, 
sink, cases and a convenient dumb-waiter service 
to the kitchen; (3) adjoining the kitchenette, a 
small dining room with table, chairs and the neces- 
sary china. These common rooms have been so 
much used that their inclusion in the plan seems 
fully justified. 


The Layout of a Typical Floor 


For the use of all residents a large part of the 
roof of the main building is floored with tile, 
lighted and furnished in the summer with garden 
furniture. This space is much used, especially in 
the evening. 

Special study was given the humble but essential 
utility rooms, so that the routine daily work of 
the service staff would be more readily and effi- 
ciently performed and suitable conveniences made 
available for the nurses. Each typical floor con- 
tains the following: 

1. Three utility rooms for the use of the scrub- 
women and for storage of supplies. The sink is 
formed in the terrazzo floor, with sides 12 inches 
high, protected on the top with a bronze guard. 
Walls adjacent to the sink are wainscoted in grey 
marble. Special shelves and racks for the neces- 
sary equipment are provided. These rooms are 
generally of good size, with outside light. A linen 
chute and a dumb-waiter to the kitchen are in two 
of these rooms. 

2. Laundry, with trays, dryer and electric irons 
for the use of the residents. 

3. Linen room, with specially designed cases, 
which is used for the storage of current linen. 
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4. Trunk room, for the use of the residents on 
each floor. 

5. Two group toilets, containing, for twenty- 
seven single room residents, a total of six showers, 
six toilets, four tubs and two shampoo bowls, with 
hair dryers. 

6. Two push button elevators, one large enough 
for a wheel cot. Provision is made for the ready 
installation of a third elevator, if the seventh and 
eighth floors are completed. 

7. Drinking fountains with chilled water are 
found in the corridors at convenient points. 

8. Two nickel phones for outside calls are on 
each floor; also two house phones for single room 
residents, who are notified of calls by a nurses’ cal] 
system. All supervisors’ rooms have house phones. 

Except for the men interns’ quarters in the 
north wing, the second floor is largely occupied by 
the school space, consisting of a demonstration 
room seating about fifty, three classrooms seating 
about thirty each, a mimeograph room and the nec- 
essary Offices, toilets, rest room. A library seating 
about fifty, with shelf space for 5,000 volumes, 
provides a quiet and pleasing room for study or 
reading and is constantly used. 


Each Mail Box Contains an Indicator 


This particular institution does not carry on a 
four-year school. The students come from affiliated 
hospitals in comparatively small groups every two 
months. Consequently the school space is not 
nearly so extensive or elaborate as might otherwise 
have been necessary. 

On the second floor in the south wing are three 
large rooms for women interns with a private bath 
and toilet, a combination kitchenette and laundry, 


“3 ; : 
. This typical floor plan 
- shows that utilities are put 
on the north side, insofar 


as possible, so that the liv- 
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The stenographers are in 
the mimeograph room on 
the second floor where they 
can supervise the library. 
Note that there is no direct 
passage on this or other 
floors between the nurses’ 
section of the building and 
the interns’ quarters with- 
out going outdoors or pass- ait 
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ing the operators at the nis P 
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a trunk room, a linen room and a common living 
room. Here also are three parlors for graduate 
nurses. These rooms are purely for social and 
recreational purposes and are furnished accord- 
ingly. 

The entire first floor of the building, except the 
men interns’ quarters, is given over to living 
rooms, offices, elevator hall, auditorium and the 
usual services. The building entrance and the 
auditorium entrance are separate, the latter being 
used only when needed. A small reception room 
adjoins the building office. This office is equipped 
with package storage space and mail boxes, which 
open on an alcove off the elevator hall, thereby pre- 
venting crowding and litter in the hall at mail 
time. Each mail box contains an indicator reading 
“In,” “Out,” or “On Duty,” and each resident sets 
the indicator to the proper reading on entering 
and leaving the building. The office attendant is 
thus informed at a glance as to general where- 
abouts of any individual. The interns’ mail is dis- 
tributed in the medical library in the hospital 
proper. 

The “Saying Good Night Rooms” 


The main living room, elevator hall and building 
office are wainscoted to the ceiling with birch 
paneling. Four small reception rooms less formally 
treated are much in demand for small groups, par- 
ticularly groups of two. In an Eastern city I was 
taken over a new and attractive nurses’ home 
by the superintendent emeritus, a charming 
elderly lady, with a twinkling eye. In answer to 
my question as to the purpose of some similar small 





rooms, the superintendent replied, “We call them 
the ‘saying good night’ rooms.” 

The furnishing of the living room and reception 
rooms was done with exceptional taste and sense 
of scale, and the arrangement of the large living 
room cleverly provides for several small groups 
at the same time without any feeling of crowding. 
The constant use made of these rooms is a tribute 
to the work of the women’s committee. 


Auditorium Is Completely Equipped 


The auditorium seats about 300 people, is admir- 
ably adapted for recreational uses and is equipped 
for sound movies. The stage is adequate for ama- 
teur theatricals, lectures, music and the like, and 
is equipped with border lights and movable foot- 
lights. An ample dressing room adjoins the stage. 
Special care was given the acoustical treatment of 
this room and it is pleasant to be able to say that 
it is an entire success. 

The room is wainscoted to a height of eight feet 
in grey birch paneling, with upper walls and 
ceiling in silver, with black and silver chandeliers. 
The stage walls are a brilliant blue, with a ceiling 
of silver. Movable chairs in grey and black are 
used. The color scheme is simple and astonishingly 
effective. Light, tight curtains, for daytime movies, 
cover the windows, these curtains recalling in their 
color the blue used on the stage. 

The stage end of the auditorium connects di- 
rectly with a large serving room containing serving 
tables, a refrigerator and a range. It is serviced 
directly from the kitchen by dumb-waiter. This 
serving room also connects with the living room 
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and makes it possible to serve without confusion 
a large party either in the auditorium, the living 
room or both. 

The main dining room and the interns’ dining 
room are in the basement, separated by folding 
doors which can be opened on occasion. Service is 
by means of a cafeteria serving room. A separate 
dining room, cafeteria counter and dishwasher are 
provided for the hospital help. The kitchen is de- 
signed to take care of everyone in the hospital, 
except the patients, the cooking for whom is done 
in the hospital buildings proper. The kitchen 
equipment is of the latest design and a large four 
compartment “walk-in” refrigerator is provided. 
A properly equipped vegetable preparation room 
adjoins the kitchen. There are also the usual 
storerooms, toilets and locker rooms. The dieti- 
tian’s office adjoins the kitchen and main dining 
room, and has a separate street entrance. 


No Gymnasium or Swimming Pool 


The two main dining rooms are wainscoted and 
the ceilings are treated with acoustical tile. The 
window sills are low, which greatly improves the 
appearance of the room. The furnishings are of at- 
tractive design. Small tables seating four are used. 

From the basement level ramps lead to a pedes- 
trian tunnel running under the street to the main 
basement corridor of the hospital buildings, giving 
also direct connection to the power plant and 
laundry. This tunnel extends to the men interns’ 
quarters, and the general hospital storeroom in the 
basement of the north wing. This storeroom has 
a receiving platform and freight lift on the alley 
where all deliveries to the hospital are made. There 
is the usual equipment of metal shelves and cup- 
boards. 

A small subbasement contains refrigerating ma- 
chinery, pumps, incinerators, steam headers, a fan 
room and a vegetable storeroom, connected by 
dumb-waiter with the kitchen. 

During the development of the plans there was 
much debate as to the desirability of gymnasium 
and swimming pool equipment. The final decision 
was against the inclusion of these items because 
of heavy costs, both initial and maintenance, and 
rather unfavorable reports from other institutions. 

Possibly some brief data as to materials and 
important details may be of interest. 

Terrazzo floors and the usual cove base were 
used throughout the building except in kitchens, 
toilet rooms and bathrooms which have respec- 
tively quarry tile and grey marble floors. 

The windows throughout the building, except 
where fire windows are required and at a few spe- 
cial openings, are a reversible double hung window 
with wood sash and one light of glass to each sash. 


The bulk of the window washing is thus done from 
the inside and the windows are cleaned easily and 
inexpensively. 

Screens are of copper bronze wire in wooden 
frames and cover the entire window to admit of 
opening the window at the top in hot weather. The 
screen frame is hung at the top with brass hard- 
ware and fastens at the sill. The screens are ar- 
ranged to hook out to allow the manipulation of 
the sash for cleaning. The screens are to be left 
in place winter and summer, in order to avoid the 
destructive wear and tear incident to the annual 
taking down, storing and rehanging. 

Except in one or two special cases, all wood- 
work is a combination of white and red birch, 
stained and given a hand rubbed varnish finish, 
highly resistant to damage and requiring a mini- 
mum of care. 

Except in the wainscoted rooms, all doors are 
hung in heavy steel frames, with a flush 2-inch 
trim on both sides. The metal frame terminates 
at the top of the terrazzo base, thus avoiding the 
inevitable rusting out of the steel from floor scrub- 
bing. The cost of these metal frames installed was 
materially less than the cost of the more perishable 
wooden frame and trim often used. 

The plumbing fixtures are of the usual type. 
Except in the men interns’ rooms all lavatories are 
without a waste stop. All bathtubs are so adjusted 
that the overflow will prevent flooding. 

The radiators are generally of cast iron and are 
recessed under the windows, the bottom of the 
recess being raised about 2 inches above the floor. 
Concealed radiation of copper or cast iron is used 
in the wainscoted rooms. 


Semi-automatic Switchboard Installed 


Sound deadening materials were used in the audi- 
torium, the dining rooms, the kitchens, the serving 
rooms, the library and elsewhere when necessary. 

A thorough analysis of the telephone problem 
in the entire institution was made by the local tele- 
phone company while the nurses’ home was being 
planned. This showed that much more than half 
the calls through the switchboard were inside hos- 
pital calls. This burden on the switchboard opera- 
tors had a bad effect on the outside service. A 
semi-automatic switchboard placed in the basement 
of the nurses’ home has relieved the operators of 
any but outside calls, and has improved the service. 

By using a private telephone directory any 
house phone in the institution can dial any other 
phone, without going through the switchboard at 
all. Any house phone can call the switchboard 
operator.’ 





1Read at the convention of the American Hospital Association, 
Milwaukee. 
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A Code for Hospitals—An Asset 
or a Liability ¢ 


By MAURICE DUBIN 


Director, Mount Sinai Hospital, Chicago 


missible to apply the term industry to a field 

of service having a capital investment in 
plant and equipment of over three billions, a budget 
for operating costs of over $600,000,000 annually 
and a personnel of nearly 350,000—is faced with 
the problem of what to do under the National In- 
dustrial Recovery Act. 

When the National Industrial Recovery Act was 
passed by Congress and later the so-called blanket 
code or President’s Reemployment Agreement was 
formulated to hasten action, hospitals and other 
social agencies wondered whether they came within 
the scope of the act, and if so, what would be its 
effect upon institutions already burdened with 
greater costs than they could meet. Should volun- 
tary hospitals be exempt on the ground that they 
are not competitive businesses operating for profit 
but are doing a large amount of charitable work, 
thus resembling tax supported institutions exempt 
under the temporary blanket code? 

About the first of August, hospitals were advised 
by General Johnson that they would be expected 
to sign the President’s Reemployment Agreement, 
that maids, orderlies, waitresses, laundry workers 
and others in the lower levels of wage earners 
would come within the provisions, but that admin- 
istrative, professional and nursing personnel, as 
well as dietitians, technicians and others of this 
classification were exempt. 


I THE hospital industry—and it is perhaps per- 


Subject Discussed Far and Wide 


In various parts of the country local hospital 
associations and councils and state and regional 
associations held meetings to consider the question 
of drawing up codes that would be better fitted to 
hospitals’ needs than the blanket code. It was 
planned to submit such codes to the A. H. A. 

On August 16 and 17, however, a joint commit- 
tee of the American, Protestant and Catholic hos- 
pital associations met in Washington with officials 
of the NRA. The committee presented the hard- 
ships that would fall on hospitals and obtained a 
ruling that “hospitals do not come within the pur- 
view of the National Industrial Recovery Act so as 


to come under the ordinary requirement of a code 
of fair competition.” 

The signing of the President’s Reemployment 
Agreement, while recommended by the NRA, re- 
mains optional with hospitals. In its report to hospi- 
tals the committee pointed out that hospitals gener- 
ally accept the principles underlying the President’s 
reemployment Agreement, but that any hospital 
contemplating the signing of the agreement should 
“take the matter up with its local hospital council 
or state hospital association and obtain a consensus 
of local hospital opinion regarding the effect of 
such an action upon other local hospitals.” 


Voluntary Agreement Can Be Drawn Up 


In reporting to the convention, however, Dr. 
N. W. Faxon, director, Strong Memorial Hospital, 
rochester, N. Y., chairman of the joint committee, 
stated that the report of the committee is not to be 
interpreted as closing the door to a voluntary agree- 
ment among the hospitals of a community on a code 
of fair practice both in relation to service to the 
public and the employment of personnel. Such 
agreements may be effected through local or state 
hospital councils or associations. They would have 
no connection, of course, with the NRA. 

In keeping with this, I am strongly of the opinion 
that the hospitals of each city or state should form- 
ulate and agree to a code. Such codes, drawn up by 
hospital executives who understand the problems 
to be faced, should not exempt the administrative 
and professional personnel—nurses, dietitians and 
technicians—even though this was proposed in re- 
gard to the temporary blanket agreements. These 
classes of personnel require the protection of a code 
to further their opportunities for reemployment. 

The hours and wages of maids, porters, laundry 
and kitchen personnel and mechanical staffs, who 
work in institutions other than hospitals, such as 
laundries, restaurants and hotels, are being regu- 
lated by codes. Hospitals will undoubtedly fall in 
line with these codes. 

But nurses, technicians, dietitians and other pro- 
fessional hospital workers who can be employed 
only in hospitals are our particular responsibility. 
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Thousands of these persons are unemployed and 
most of them will only find employment if hospitals 
will restrict the hours of work to such an extent 
as to make it necessary for them to hire additional 
workers. 

By acting cooperatively to take full advantage 
of present public psychology, hospitals can set up 
definite standards of service built on practical and 
sound foundations, with proper relation to the 
costs of rendering such service and with proper 
charges based on the type of service rendered. 

For example, we have been talking for some time 
about the problem of unemployment of nurses and 
the restriction of the enrollment of students. It 
would be comparatively simple under a code to reg- 
ulate the hours of employment for nurses, to con- 
trol the relative proportion of students to the en- 
tire nursing personnel in any hospital conducting 
a school, and to provide for both proper employ- 
ment and proper intake of students to maintain 
decent levels of employment and wages for nurses. 

Hospitals can, through application of fair and 
honest codes, rid themselves of some of the evils 
incident to their operation just as the textile indus- 
try and others have rid themselves of child labor. 
By the stroke of a pen, literally overnight, was 
brought about the abolition of child labor in the 
textile industry, for which social workers and hu- 
manitarians had worked in vain for many years. 


Scheme Is Not Idealistic 


But the practical hospital superintendent or 
trustee will say, “These are all pretty ideals. But 
if we agree to any such code, we shall be faced with 
an additional expenditure of one, two or three 
thousand dollars per month. How are we to meet 
such expenditure with hospital incomes very low 
and perhaps still continuing to decline?” 

The answer lies in the very purposes of the NRA. 
A code for hospitals would tie in with a nationwide 
plan to raise wages, increase employment and thus 
increase the purchasing power and restore busi- 
ness. Hospitals, like other businesses and collective 
industry, must take their chances with certain ini- 
tial difficulties. Every individual employer and 
every industry has no doubt felt that to act alone 
would be impossible, but that if all acted together, 
success would be achieved. 

If the NRA should succeed in what it is intended 
to accomplish, we shall be able to meet increased 
expenditures : 

1. By increased earnings from patients’ reve- 
nues. With reemployment becoming more wide- 
spread, it is reasonable to suppose that the hospi- 
tal’s income producing business will increase. 

2. By increased contributions for hospital work 
from people benefiting from business recovery. 
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5. By increased help from local charities. As 
their burden of material relief—food, shelter and 
clothing—is lightened by grants from the federal 
government, they should be able to raise more 
funds locally for medical relief, particularly in 
view of the present ruling that none of the federal 
funds may be used for medical relief. 

4. By increasing our rates for hospital services 
to meet increased costs resulting from the code. 
Before increasing prices, however, full weight 
ought to be given to the probable reduction in costs 
per patient day through an increase in sales vol- 
ume. It is highly probable that a moderate increase 
in the volume of intake of pay patients would obvi- 
ate the need of increasing rates to any extent. 

5. By eliminating some of the competition from 
purely mercenary hospitals. A code founded on 
standards of service and built upon optimum stand- 
ards rather than minimum standards will tend to 
eliminate many of the unnecessary hospitals oper- 
ating purely for profit. This will provide an oppor- 
tunity for hospitals with high standards of service 
to obtain additional revenue for service from pri- 
vate and pay patients. 


Tax Supported Hospitals Should Be Included 


Hospital codes, of course, should include tax sup- 
ported institutions. They should specify, more- 
over, that any program for government relief for 
the indigent should include medical relief. 

Codes based on standards of service could clarify 
in the public mind the reason for costs of hospital 
service, inasmuch as they would set forth proper 
standards for all laboratory, nursing, dietary and 
other professional procedures which differentiate 
the hospital from a hotel. 

A code for fair practice could perhaps standard- 
ize charges made by hospitals for various services 
as well as hours of employment and wage rates. 
This would tend to eliminate the competitive ele- 
ment in a field of human service which should not 
be competitive. Such standardization has actually 
been accomplished through a hospital council in 
Rochester, N. Y. 

The American Hospital Association through its 
council on community relations has embarked on 
an important activity and one with possibilities of 
far-reaching benefit to hospitals, namely, the fos- 
tering of hospital councils. Through these councils 
hospitals will quickly come to realize that further 
intelligent planning and coordination in the field 
of community hospital service will redound to the 
benefit of hospitals. 

The question now facing American hospitals is: 
Shall we seize the present golden opportunity or 
shall we be so shortsighted and self-centered as to 
miss the chance that may never come again? 
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A Symposium: 
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What Is the Remedy for the Motor 
Accident Abuse? 


The MODERN HOSPITAL discussed the motor 

accident problem and suggested the follow- 
ing three ways that might be adopted for collecting 
fees for hospital services rendered under such cir- 
cumstances to patients not financially able to meet 
their bills: 

1. Add either a fixed sum of, say, $1 to the motor 
vehicle tax or a fraction of a cent to the gasoline 
tax, the proceeds of which will be used by the state 
to pay hospitals for the care of automobile accident 
cases. 

2. Inaugurate compulsory automobile insurance 
and remove the common law defenses of contribu- 
tory negligence, at least insofar as they apply to 
the recovery of hospital fees. 

3. Include hospital care for automobile acci- 
dents, regardless of the patient’s length of stay, as 
a benefit of group hospitalization. 

Interesting comment on the editorial and further 
suggestions on meeting the problem have reached 
The MODERN HOSPITAL from leaders in the hospital, 
medical and insurance fields and are presented here. 


A* EDITORIAL in the September number of 


Melvin L. Sutley, Superintendent, 
Delaware County Hospital, Drexel Hill, Pa.: 


“Every hospital administrator knows well the 
financial burden placed upon his hospital through 
being required to render service to the victims of 
automobile accidents. In a great many of these 
cases, the victim brought to the hospital is not able 
to pay for the hospital care that he needs and in 
many other cases where the patient can pay, the 
hospital is not able to collect for services rendered 
because the patient feels that the other party to 
the accident should be financially responsible. The 
result is that hospitals are being forced to take 
care of the great majority of automobile accident 
victims without remuneration. 

“Tt is neither illogical nor inequitable to require 
the motor driving public to pay for hospital ex- 
penses incurred as an incident to motor driving, 
although there would be a great deal of objection 
from motor clubs and other organizations to im- 
posing an additional tax upon the automobile driv- 
ing public to pay for the hospitalization of the 


victims of accidents. The tax if uniformly distrib- 
uted would not be heavy and would relieve the 
hospitals of a burden which should not be theirs 
and which has grown to such proportions that they 
cannot continue to carry it. The problem of work- 
ing out the details for such a law should be rela- 
tively easy. The mere fact that a person was 
injured as a result of an automobile accident, 
whether a pedestrian, driver or passenger, should 
be conclusive evidence of the right of the hospital 
to collect under the provisions of such a law. If 
the patient should be guilty of negligence and 
should be the cause of the accident, then the fund 
which controls the administration of the law should 
have the right, of course, to recover and be reim- 
bursed by the person who caused the accident.” 


F.. Stanley Howe, Director, 
Orange Memorial Hospital, Orange, N. J.: 


“TI offer the following brief comments on the 
three suggestions proposed in the editorial on the 
automobile accident problem: 

“1. The additional tax through license fees or 
the sale of gasoline might arouse antipathy toward 
hospitals and create the impression that their needs 
were being fully met by this means. It is possible 
that some persons normally carrying insurance 
might drop it, also that the net receipts of state 
funds raised in this way would be disappointing 
or inadequate. 

“2. Compulsory automobile insurance has not 
solved this question in Massachusetts and there 
are many objections to its further extension. The 
‘compensation theory’ applied to such insurance 
could hardly be expected to work as satisfactorily 
as it does in industry, owing to the absence of va- 
rious factors present in the latter form, such as 
relation of employer and employee, fixed limits of 
pay, inducement to institute safety measures. With 
the question of negligence eliminated, the rates for 
premiums on automobile insurance would be diffi- 
cult to determine and might prove prohibitive in 
many cases. 

“3. Group hospitalization is as yet not suffi- 
ciently general to include a large proportion of 
accident cases. Removal of the limitation on length 
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of stay would upset the rate basis of such plans, 
which apply mainly to wage earners only. 

“Reliance on insurance methods to meet the situ- 
ation tends to relieve careless drivers of responsi- 
bility while conferring no benefit on careful 
drivers who do not have accidents. As humane 
institutions, hospitals should use their influence 
primarily to reduce accidents rather than to profit 
by them. I personally believe that, while endeav- 
oring to take the fullest advantage of our rights 
in insurance cases, we should favor uniform safety 
responsibility laws, as advocated by the American 
Automobile Association. Ten states and four prov- 
inces of Canada now have such laws and eight more 
states have them in part. By bringing pressure on 
the careless driver rather than on the owner of 
the car, as under ‘compensation’ plans, we can 
reduce the number of accidents and consequently 
lessen our burden in caring for accident cases. 

“We should also work for the passage of lien 
laws in all states to increase our chance of recovery 
when settlement is made and we should use every 
means at our disposal to secure our due in all cases 
where insurance exists. 

“The manual prepared last year gives abundant 
information which, if studied and used, will in- 
crease our yield from such cases coming to our 
hospitals. I believe that our losses can be lightened 
by improving our business methods and that the 
public will cooperate with our efforts.” 


M. H. Eichenlaub, Superintendent, 
Western Pennsylvania Hospital, Pittsburgh: 


“IT do not consider the automobile accident prob- 
lem hopeless ; on the contrary I feel that it can and 
should be solved speedily. The burden of providing 
care for this type of patient, which is estimated to 
cost hospitals in the neighborhood of six million 
dollars a year, will eventually become too heavy 
for them to bear unless some provision is made. 

“A partial remedy of this abuse has been effected 
in several states by the passage of lien laws. Other 
suggested methods of providing funds—compul- 
sory automobile insurance or an extra fee to be 
added either to the automobile license fee or to the 
gasoline tax—are steps in the right direction and 
place the cost of auto accidents on the motoring 
public where it belongs. The idea of including 
these patients under a group hospitalization plan, 
as mentioned in item three of your editorial, does 
not appeal to us. For one thing, group plans are 
not yet popular and widespread enough to be of 
service in this connection; and secondly, automo- 
bile accidents would place entirely too great a load 
on the financial resources of such a plan. 

“T should like to submit a plan proposed by one 
of our administrative heads. He points out that 








since the problem of personal injury cases is na- 
tionwide, the greatest effectiveness would come 
from government control in Washington. He rec- 
ommends adoption of the plan often proposed— 
that of an annual tax of $0.25 on the 24,000,000 
motor vehicles in the United States. He suggests 
that this fee be collected by the state and then 
deposited with the federal government. Hospitals 
throughout the country could then be reimbursed 
without any question as to the liability involved. 
Possibly such a plan would not be constitutional 
but some version of it might be worked out.” 


Emil Frankel, Director, Division of Statistics 
and Research, 

Department Institutions and Agencies, 
State of New Jersey: 


“In an early New Jersey study it was estimated 
that persons cared for as in-patients in general hos- 
pitals due to injuries received in highway accidents 
numbered between 200,000 and 250,000 in the 
United States, and their total hospital mainte- 
nance costs amounted to between $15,000,000 and 
$16,000,000. The financial loss to hospitals caused 
by the nonpayment of hospital bills rendered in 
highway accident cases was estimated at $6,000,- 
000 to $7,000,000. 

“As a result of the work of the New Jersey 
State Hospital Association, a hospital lien law was 
enacted in New Jersey in 1930, which on the whole, 
has worked well. As The MODERN HOSPITAL points 
out, however, it may be necessary to secure a rem- 
edy of more universal application than hospital 
lien laws have thus far afforded, in which case 
compulsory automobile insurance would seem to 
me to be the logical conclusion.” 


John E. Ransom, Assistant Director, 
Johns Hopkins Hospital, Baltimore: 


“It will be a fine thing for hospitals if some 
means can be devised by which they can be paid 
for the service they render the victims of auto- 
mobile accidents. There are a number of reasons 
why in many instances hospitals are not paid. In 
some instances the injured person—not the driver 
of the car—is the one at fault. In such cases, if 
the patient cannot pay, he becomes a free patient. 
In other instances, the car owner may be at fault, 
but carries no insurance, or is unable or unwilling 
to pay the hospital bill. In other cases, the auto- 
mobile owner may be insured but the insurance 
company settles with the injured party who, in 
turn, fails to pay the hospital. Even though settle- 
ment is made through court action there is no 
guarantee that the hospital will be paid. Some 
insurance companies and some attorneys do what 
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they can to protect the hospital, but many do not. 
Some hospitals, whenever possible, obtain an as- 
signment from the patient which authorizes the 
insurance company, in case of settlement, to pay 
the hospital bill direct. Sometimes this plan works, 
but often it does not. 

“Of course, the only person legally responsible 
for the patient’s hospital bill is the patient himself. 
Insurance companies and lawyers are well aware 
of this fact, but the patient, whose hospitalization 
was necessitated by someone else’s act, often fails 
to understand this or is unwilling to believe it. 
There is no legitimate reason why the hospitals 
of the country should carry the increasing load 
of financing the cost of taking care of these auto- 
mobile casualties. 

“Of the remedies mentioned in The MODERN 
HOSPITAL’s recent editorial the one which would 
place the burden of the cost of hospital care for 
indigent victims of automobile accidents on the 
owners of mvtor vehicles, collectively, seems the 
most equitable and feasible. Legislation enabling 
the state to pay such costs out of its revenue from 
the gasoline tax may be the way out. Time was 
when this money was held sacred for road build- 
ing and maintenance, but such is no longer the 
case. Little can be hoped for, however, until the 
public is better informed as to the justice of the 
hospitals’ position and the seriousness of their 
need for relief from this undeserved burden.” 


Ernest N. Smith, Executive Vice President, 
American Automobile Association, 
Washington, D. C. 


“We are not indifferent to the hardship that is 
in many instances inflicted on hospitals, but we 
cannot take the position that the problem can be 
solved by an inequitable solution based upon pass- 
ing the burden to a class of people simply because 
they own automobiles. We are convinced any at- 
tempt to increase motor vehicle taxation or gas 
taxes to compensate hospitals will be easily de- 
feated. 

“My feeling is that the hospital spokesmen have 
concentrated their attention on the collection of 
bills when their attention primarily belongs on 
the organization of the hospitals themselves to 
meet whatever new burden has been imposed on 
them incident to the social phenomenon of auto- 
mobile accidents. It seems to me the soundest con- 
clusion in the editorial statement is, ‘The subject 
seems to be of sufficient importance to merit fur- 
ther study by the insurance committee of the Amer- 
ican Hospital Association.’ 

“I have never seen figures showing how much 
loss is incurred by the failure of injured motorists 
to pay their bills. What hospitals suffer this loss— 
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are they private institutions operated for profit? 
Are they hospitals wholly or partially maintained 
by the public as charitable institutions? What pro- 
portion of unpaid cases are local, what proportion 
are state, and what proportion outstate beyond the 
jurisdiction of local and state authorities?” 


Dr. Malcolm T. MacEachern, Director of Hospital 
Activities, 
American College of Surgeons, Chicago: 


“The question asked by the editorial, ‘Is the 
Auto Accident Problem Hopeless?’ is answered in 
the same article with an emphatic ‘no!’ The dis- 
cussion points out what is necessary—concerted 
action on the part of the organized hospital field 
and the medical profession. The first two sugges- 
tions in the editorial challenge well directed action. 
Perhaps it might be well to include the medical 
profession also insuch a move. Certainly, its 
members should be paid for their services. 

“The suggestions set forth in the editorial are 
not only feasible and practicable, but in addition 
have the advantage of distributing the costs of 
motor accidents without noticeable financial bur- 
den upon any one class. Would not every motorist 
be willing to pay one dollar a year on his vehicle 
tax or state license in order to be so protected? Or 
should not every motorist carry insurance for 
hospital and medical fees in case of an accident? 
The motorist neither needs nor deserves charity. 
If he can own a car he should not expect charity. 

“Undoubtedly, this problem is large enough to 
warrant legislative action in order to protect hos- 
pitals and the medical profession against a situa- 
tion such as the one existing at the present time— 
having to pay for their own services rendered in 
caring for automobile accidents.” 


C. Rufus Rorem, Associate Director, Medical 
Services, 
Julius Rosenwald Fund, Chicago: 


“The financial and social importance of the auto 
accident problem is of such magnitude as to justify 
study by the insurance committee of the American 
Hospital Association. Any proposal would prob- 
ably need to make arrangement for the payment 
of the physician’s and nurse’s fees as well as hospi- 
tal bills, if it were to receive general public sup- 
port. 

“With regard to ways in which such a plan might 
be placed in operation, I believe that the inclusion 
of an ‘unlimited stay’ benefit for group hospitali- 
zation subscribers would be administratively diffi- 
cult and only of limited scope for the immediate 
future. As between a tax supported plan and one 
operated through compulsory automobile insur- 


80 THE MODERN HOSPITAL 


ance, it seems to me that the latter offers a more 
reasonable solution. There is a certain justice in 
placing the total cost upon the owners and opera- 
tors of motor vehicles. 

“To be sure, a gasoline tax or a motor vehicle 
tax might tend to achieve the same results. In 
general, however, I favor compulsory automobile 
insurance over a direct or indirect tax adminis- 
tered by a governmental unit.” 


Dr. J. Rollin French, 
Los Angeles: 


“The hospital problem pertaining to automobile 
accidents is not hopeless or even difficult if hospital 
executives will only take time to learn and adhere 
to the proper technique in handling these accidents 
with the same care and caution as they use in 
insisting upon proper technique in surgery and 
laboratory procedure. 

“The parental assistance of state and govern- 
ment has already gone too far. Hence special tax- 
ation for paying hospital bills in automobile 
accidents is not practical for the following reasons: 
(1) in all probability it would be construed uncon- 
stitutional; (2) it would be a stepping stone for 
encouraging state medicine, and (3) it would 
assume a liability potentially belonging to the 
patient. 

“From a hospital point of view a patient in- 
jured in an automobile accident should be no 
different than any other patient. The liability for 
hospital expense rests solely with the patient, and 
hospital executives should approach the patient or 
his friends on this premise and make financial ar- 
rangements with the patient or his friends ac- 
cordingly, just the same as though the case were 
one of appendicitis. 

“Hospital executives should learn not to take 
into consideration any statements of the patient or 
his friends with reference to the liability of others. 
Reasonable first aid should be rendered patients in 
all automobile accidents regardless of circum- 
stances. Immediately following this service it is 
the duty of the hospital executive to approach the 
patient or the patient’s friends and make satisfac- 
tory financial arrangements with them for the 
treatment to be rendered. 

“If the patient is an indigent, he should be 
moved to a county institution. If the patient has 
not immediate sufficient finances to satisfy the 
hospital, a note should be prepared, signed by the 
patient and endorsed by two or more financially 
reliable friends. If the patient or his friends refuse 
to guarantee the hospital bill, then the case must 
be treated as an indigent. 

“Until hospital executives learn the importance 
of handling automobile accident cases in this 
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manner, the public is going to impose unjustly upon 
hospitals. When hospitals appreciate these facts 
and all act accordingly, the public will soon learn 
that hospitals cannot be used to finance that for 
which the patients are legally liable. In many 
instances it is true that there is liability for the 
accident on the part of the driver of the automo- 
bile. If such is the case, the patient can take legal 
steps to be reimbursed for any expense caused by 
said injury. 

“Compulsory automobile insurance would be a 
particular aid to the patient in obtaining settle- 
ment of a judgment where liability is in evidence, 
but would not benefit the hospital in cases where 
there is no legal liability on the part of the driver 
of the motor vehicle. 

“If hospital executives fully digest this idea, it 
will eliminate at least 75 per cent of the hospitals’ 
loss with reference to automobile accidents.” 


Dr. A. D. Lazenby, Chief Surgeon, 
Maryland Casualty Co., Baltimore: 


“Without doubt the hospitals of this country are 
often subject to grievous imposition by the victims 
of automobile accidents and motorists. It is trite 
to state that hospitals perform a vital service to 
the public. Yet the average member of the public 
cannot always fully understand that the hospital 
is entitled to reimbursement for the cost of its 
service; he takes the hospital pretty much for 
granted. The hospital is in a difficult position. It 
cannot turn sick or injured persons from its doors 
without violating the dictates of humanity. It 
must, nevertheless, pay its bills. 

“In attempting to find a solution to this prob- 
lem, however, the hospital must seek firm ground. 
It cannot fly in frantic circles, offering half-baked 
schemes that may in theory be designed to help the 
hospital, but which in practice may fail to conform 
to the dictates of sound economics. It must serve, 
but it cannot ride roughshod over the rights of 
others. Thus any plan to help the hospital out of 
its present predicament must be well conceived, 
possible of execution and contributory to the ulti- 
mate benefit of all men. 

“It is not fair to class the motorist generally as a 
beast of prey, violating all the rights of others as 
he drives his potentially dangerous machine on the 
public highways. We must remember that much 
of our past prosperity and a large amount of what 
little we have left, can be credited to the activities 
of the motorists. Large endowments to medical 
research would not have been possible unless mo- 
torists had consumed enough gasoline and oil to 
provide them. It is not fair to blame all motorists 
for all the accidents of traffic. Accidents of this 
type are the inevitable consequence of progress. 
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“The motorist is the most taxed man in the world 
today. He pays a tax when he buys his car, because 
he owns his car, when he drives his car and even 
sometimes when he sells his car, and the taxes 
are not applied entirely by. any means to purposes 
that directly benefit the motorist. This is all in 
spite of the fact that he contributes the greatest 
impetus to the wheels of national industry. If we 
continue to pile taxes upon the motorist, the law of 
diminishing returns will eventually defeat the very 
purpose of the tax, thus hampering American in- 
dustry which feeds heavily upon the purchase and 
ownership of motor vehicles. I fail to see the 
justice of taxing an entire group, most of whom 
are not responsible for the damages done by a 
minority, for the benefit of any special interest, 
even though it be a hospital. Taxation is not the 
way to relieve the hospital of its worry. 

“Compulsory automobile insurance has been in 
effect in Massachusetts for a number of years. 
Anyone who has followed the experiment closely 
can testify to its unfortunate results. Accidents 
have greatly increased, reckless driving has 
reached levels never before attained, litigation has 
multiplied, ‘rackets’ have been created, and I 
doubt very much if hospitals have benefited sub- 
stantially. The suggestion made in the editorial 
that in addition to inaugurating compulsory auto- 
mobile insurance the common law defenses of con- 
tributory negligence should be abolished insofar 
as they apply to the recovery of hospital fees, is 
certainly unfair. A man should never be wholly 
penalized for an act for which he is not entirely 
responsible. I am afraid I do not fully understand 
the third suggestion proposed. 

“As a premise, therefore, in trying to develop 
a way whereby the hospital can receive compensa- 
tion for its services, let us first accept the thought 
that, so far as the hospital is concerned, the indi- 
vidual receiving the services is a proper one to 
pay for them. Economically, we must concede this 
point. It is true enough that the motorist respon- 
sible for the damage should, in the last analysis, 
be the man to pay the cost, but so far as the distri- 
bution of the payment to those who assisted in 
correcting the damage is concerned, that is prop- 
erly a function of the man who sustained the dam- 
age. Thus the hospital, the automobile repairman 
and others must look to the injured for their fees 
but are at full liberty to undertake any enforce- 
ment proceedings at their disposal. 

“Inasmuch as only a comparatively small per- 
centage of motorists carry public liability insur- 
ance and a substantial number of those who are 
not insured are also not financially responsible, 
why not advocate the inauguration of the Ameri- 
can Automobile Association’s plan of financial 
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responsibility laws? Under this plan, the motorist 
must settle for all damage done by him or else 
forever cease operating his automobile. He must, 
in addition, satisfy the authorities of his financial 
responsibility for the results of subsequent acci- 
dents. Funds can thus be provided whereby the 
hospital and others can procure reimbursement. 

“How then, under this plan, can the hospital 
insure its fees, since the law does not provide for 
direct payments to the hospital by the insurance 
company? It is desirable first for the hospitals 
and the insurance companies to endeavor to reach 
a mutual understanding of each other’s problems 
in a friendly and amicable way. There is no justi- 
fication for the distrust and antagonism that exist, 
entirely through mutual misunderstanding, be- 
tween these two great institutions. Much more 
can be accomplished by frank and open-minded 
conference than by the hurling of brickbats. Un- 
derstandings between national representative or- 
ganizations of hospitals and the insurance industry, 
and between local hospital and claim organizations 
should be sought, and can be secured if a spirit 
of sincerity and open-mindedness dominates the 
deliberations. 

“The insurance company has no authority to 
make any disbursement direct to a hospital with- 
out the full consent of the party to whom the pay- 
ment is due. Some insurance companies have 
already instructed their field representatives to 
protect the hospitals and the doctors whenever it 
is possible to secure the proper permission. With- 
out doubt, such arrangements could be extended. 
When the permission is not forthcoming, the in- 
surance company can only make payment as con- 
templated in its policy, unless other laws exist, or 
notify the hospital that settlement has been made. 


Hospital Must Protect Itself 


“The hospital must, of course, take the proper 
steps to protect itself. The hospital is not war- 
ranted in taking seriously the excited statement 
of the driver of an automobile who has figured in 
an accident, ‘I am insured, give this man the best 
you have.’ Perhaps he is not insured; if he is in- 
sured, perhaps the accident may have been entirely 
the fault of the victim himself. There is no justice 
in expecting the innocent party in an accident to 
pay the cost thereof. It should be the business of 
the admitting officer of every hospital to secure in 
writing, an expression of responsibility for the 
expense of caring for every case admitted, whether 
it be a traffic accident or not. If such authority 
cannot be secured, the injured person should be 
treated as any other indigent wayfarer until the 
proper arrangements are made. When the settle- 
ment of an automobile claim is made, the executive 
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of the hospital should be sufficiently alert to dis- 
cover that fact and to file his claim against the 
recipient of the settlement while he has the money 
to pay. 

“Acknowledging fully the hospital’s right to 
compensation, is it fair to assume that the man 
easiest to grab is the one who should foot the bill? 
Despite the debt society owes the hospital, doesn’t 
the hospital have to approach its problems from 
the standpoint of fairness and sound business? 

“When all is said and done, the person to whom 
the hospital renders its service is the person who 
should pay for it. The hospital has no right to 
concern itself with the party responsible for an 
accident, nor has it any right to expect payment 
from anyone except the party to whom it rendered 
services. What means the hospital may employ to 
collect its just dues is a matter for the decision of 
the hospital administration. I cannot believe that 
the money due hospitals on account of automobile 
accidents would be disproportionate to what might 
be considered normal, if the hospitals would insti- 
tute and enforce proper business regulations.” 


Dr. H. S. Cumming, Surgeon General, 
U.S. Public Health Service, Washington, D. C.: 


“The total number of automobile casualties 
yearly in the United States is appalling, causing 
approximately 30,000 deaths. Nonfatal cases, of 
course, exceed this figure many times, and the cost 
of their medical care and treatment is correspond- 
ingly great. All hospitals unhesitatingly admit 
automobile cases without stopping to make inquiry 
as to who will pay the bill or who is responsible for 
the injuries inflicted. As a result, hospital funds 
are being utilized to a great extent to care for such 
persons, and the philanthropic individuals who 
largely support the hospitals are paying the bill 
which most properly should be charged to the auto- 
mobile owning and driving public. 

“It is obvious that a problem of considerable 
magnitude concerning the public welfare has grad- 
ually arisen, which, sooner or later, will require 
legislative action for its solution. Even when 
handled carefully by responsible persons automo- 
biles are a menace to life and limb, but when they 
are operated by young or inexperienced drivers, 
some of whom are mentally deficient and many of 
whom lack financial responsibility, the list of acci- 
dents increases. Various movements have been 
instigated to require all motor car operators to 
carry insurance against injury to others or damage 
to their property. However, it appears that this 
type of insurance has been made compulsory in 
only one state. 

“It does not seem right that such irresponsible 
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persons should be permitted to drive a machine 
which in a few seconds may do irreparable damage 
to others. We do not permit irresponsible persons 
to handle high explosives, to put up dangerous 
drugs or to perform surgical operations, and there 
is no reason why they should be licensed to op- 
erate as potent a death-dealing instrument as 
the modern automobile. The situation is particu- 
larly aggravated by the fact that secondhand cars, 
which are about ready for the junk heap, may be 
purchased for a few dollars by persons who were 
never intended by nature to possess such danger- 
ous instruments. 

“The low priced automobile has brought pleas- 
ure and enjoyment to countless thousands. It has 
become an irreplaceable part of our daily life, and 
it must be assumed that such a blessing will have 
certain unavoidable drawbacks for which a price 
must be paid. It is possible that the use of the 
automobile has exceeded its proper function and 
that it is becoming a detriment to the health of the 
people rather than a help. 

“In the past few years the habits of the greater 
part of the population concerning walking have 
changed greatly. This helpful and common form 
of exercise has almost disappeared, at least insofar 
as automobile owners and their families are con- 
cerned. Children formerly walked to school, some- 
times as far as two or three miles. Older people 
walked to and from business and to perform neces- 
sary errands. An afternoon walk on Sunday 
afternoons was formerly customary, especially in 
the rural districts. Now the picture is completely 
changed, and it is not uncommon to see a youngster 
hop into a motor car to travel less than a block. 
The effect of this lack of exercise on the younger 
generation will certainly become evident in the 
future. 

“Many persons own and drive cars who cannot 
afford to do so. They not only spend beyond their 
means, but in doing so they deprive themselves and 
their children of much needed exercise. It is largely 
this class of individual who is unable to pay the 
hospital bill for himself or his victims in case of 
an accident. 

“A reasonable and proper form of legislation 
would be to require all drivers to take out compul- 
sory insurance, and to utilize such insurance for 
the payment of hospital bills resulting from auto- 
mobile accidents. Whether or not the automobile 
industry, and its allied branches, such as the gaso- 
line and oil manufacturers, should be taxed to a 
certain degree to cover the expense to society of 
automobile accidents is a debatable question. It 
seems that a special tax for this purpose might 
well be incorporated with any insurance plan that 
is enforced.” 
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Someone Has Asked— 


How Can Hospital Vermin Be 
Controlled ? 


Such a question sounds like a libel- 
ous statement against hospitals. Some 
of the best conducted hospitals, how- 
ever, find this problem perennially 
troublesome. Bedbugs, roaches, rats, 
mice and flies can be rightfully classed 
as hospital vermin. Bedbugs are easily 
controlled by an intelligent and persist- 
ent campaign of cleanliness. 

Hospitals of 200 beds or more should 
delegate the control of vermin to one 
man who has no other duties. This em- 
ployee soon learns the best methods 
and often develops into an efficient san- 
itary officer. Weekly inspection of 
every ward and employee bed is neces- 
sary, no matter how clean such quar- 
ters appear to be. Insecticides such as 
common oil of mirbane, petroleum and 
phenol mixture are effective. 

Trapping, screening and even the 
plebeian swatting of flies help might- 
ily to control these pests. Cleaning of 
garbage pits, sterilizing of garbage 
containers, trapping and poisoning of 
rats and mice and eliminating the 
breeding places of roaches all help to 
control vermin. Hospitals should surely 
be sanitary places. The presence of 
vermin is a disgrace not to be coun- 
tenanced. 


Should Time Spent at Hospital 
Conventions Be Deducted 
From Vacations ? 


This is a practical question sub- 
mitted by a hospital superintendent in 
the Far West. 

Since a vacation is granted so that 
the worker may prepare for harder 
and better work during the coming 
year, it should contemplate a rather 
complete change from the mode of liv- 
ing followed throughout the remainder 
of the year. Attendance at a hospital 
convention offers a variety of experi- 
ences not common to the workaday life 
of the executive. On the other hand, 
a week spent at a hospital convention 
by the superintendent is often much 
more beneficial to the institution than 
the superintendent’s routine work at 
home during a like period. 

A convention visit is hard work 
rather than pleasure provided the ex- 
ecutive takes his responsibilities seri- 
ously. It requires, therefore, no un- 


usual generosity on the part of trus- 
tees to interpret a week spent at a 
hospital convention as a part of an 
administrator’s working year rather 
than of his vacation. From the stand- 
point of dollars and cents such a pol- 
icy certainly pays. 

The MODERN HospPITAL believes that 
a superintendent should not be dis- 
couraged from attending conventions 
by having deducted from his vacation 
period the time thus spent. 


Is an Anesthesia Suite Needed in 
the Operating Room? 


This question touches on the newer 
practices in surgery. It has a par- 
ticular bearing on the planning of a 
new hospital and upon the renovation 
of an old one. 

In the past the anesthesia suite of 
the operating room was spacious, se- 
cluded and employed as many times 
during the day as there were opera- 
tions to be performed. The advent of 
spinal, rectal and regional anesthesia 
has reduced the consumption of ether 
and has resulted in some instances in 
its being employed as a general anes- 
thetic in less than 50 per cent of major 
operations. Probably so long as sur- 
gery is practiced a general anesthesia 
by inhalation will be necessary. 

But the planning of the anesthesia 
suite must take into consideration the 
changing aspects of anesthesia. Isola- 
tion rooms are required for the admin- 
istration of spinal anesthesia. Rectal 
anesthesia, often administered in the 
patient’s room, is sometimes begun in 
the operating suite and hence requires 
isolation facilities. Rooms suitable for 
the administration of anesthetics of 
all sorts are still a necessary adjunct 
to the operating department. 

In planning a new institution hospi- 
tal directors must take into considera- 
tion the changing tendencies in anes- 
thesia. The day may soon come when 
installation of nitrous oxide plants and 
the necessary expensive piping will 
not be considered worth while because 
of the decrease in the use of inhalation 
anesthesia. 
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Should Graduate Nurses on the 
Hospital Pay Roll Be Assigned 
Private Duty Cases? 


The most disturbing nursing prob- 
lems are not always discovered in large 
institutions. While a greater number 
of patients must be cared for in hos- 
pitals of more than 200 beds, there are 
enough nurses available to permit the 
inauguration of a flexible time sched- 
ule. Assignment of a great variety of 
duties to each individual is often neces- 
sary in smaller hospitals. 

This question is submitted by the 
superintendent of a thirty-five-bed hos- 
pital in which eight graduate nurses 
are employed. These women receive 
but a small recompense. When a spe- 
cial duty nurse is employed it is dis- 
turbing to a hospital graduate nurse 
to know that the former earns more 
money in half a day than the latter is 
paid for a hard day’s work. The super- 
intendent requests suggestions for 
remedying this difficulty. It is natural 
for a graduate floor or general duty 
nurse to feel uneasy under such cir- 
cumstances. Some hospitals engage 
special duty nurses as they are needed. 
In other words, the hospital pays the 
nurse for her services and the patient 
is billed by the hospital for the special 
nurse’s services. 

It would be fair to all concerned for 
the hospital to engage, for example, ten 
nurses, and to employ two of them as 
needed for special cases. Rotation 
could be made so that all of the ten 
nurses would eventually receive an 
equal number of days on special duty. 
The hospital could bill the patient if 
desirable, and with the money received 
it could pay a better wage to the en- 
tire nursing group. Such an adapta- 
tion of the group nursing plan should 
appeal both to the nurse and to the 
patient. This is but one of several 
workable methods. 

Graduate nurses employed in the in- 
stitution accept these positions volun- 
tarily. If they believe that they can 
earn a greater sum in private duty 
nursing they are perfectly free to try 
it. Considering the fact that board 
and lodging are included in their re- 
compense, it will probably be found at 
the end of the year that they receive in 
the aggregate a greater annual sum 
than do special duty nurses who are 
paid more money per day but are em- 
ployed fewer days. 


If you have any questions to ask, the editor will 
be glad to discuss these m a forthcoming issue 
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Editorials 


California Regulates Clinics 


F CALIFORNIA’S Assembly Bill No. 1277, re- 
| cently approved by the chief executive of that 
state, serves to prevent profiteering on the pub- 
lic’s confidence by those who would improperly 
conduct dispensaries for gain it will render a fine 
service. 

No state or other governmental control is usually 
exerted over the practice of this type of medicine. 
The venereal disease quack continues unmolested 
to mulct a frightened but credulous public. Those 
who purport painlessly to remove excessive avoir- 
dupois bungle greatly, to the physical and financial 
harm of the trusting. Charitable, research, em- 
ployers’, private pay and governmental clinics are 
cften useful adjuncts to the community’s health 
pian. But lack of control encourages license and 
the public is still not capable of protecting itself 
against the shyster. 

The wide powers that this California bill confers 
on the state board of health will no doubt be prop- 
erly employed. The ubiquitous license fee that so 
innocently finds its way into most control bills of 
this type will no doubt provide for the expense of 
supervisory and enforcement machinery without 
which no act can be made to function. 

If a careful definition of the term hospital could 
be drawn and a general state control by license 
brought about, men and women everywhere would 
be better able to know which institution to trust 
with their lives and the lives of their loved ones. 





Why the Hospital Should Have 
a Physiotherapy Department 


HE employment of physical measures in the 
treatment of disease appears to be increasing 


in popularity and usefulness. Formerly, 
largely a tool of the quack, treatment through the 
use of electricity, baths, heat, colonic irrigations, 
massage and regulated exercise is now being scien- 
tifically administered by a growing number of 
ethical physicians. 

That the well equipped modern hospital should 
possess a department of physiotherapy is now the 
belief of most informed institutional physicians 
and executives. But the cost of installing the nec- 
essary equipment is an important item. Moreover, 
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if this department is not well equipped and unless 
a well trained personnel is at hand to direct the 
treatments scientifically, the results will consist 
mainly of imparting a psychic impression, which 
is the charlatan’s stock in trade. Better no depart- 
ment at all than one poorly equipped and unscien- 
tifically conducted. 

The visiting staff of the hospital can do much to 
create an income producing clientele for the physi- 
cal therapy department. While many believe that 
the practice of prescribing irrigations of the colon, 
for example, is much abused and while the laity 
commonly secures such treatment without medical 
advice, it cannot be denied that at times good 
results follow the application of this treatment. 
Physiotherapy without doubt has in many localities 
fallen into unskilled and unethical hands. But the 
hospital with the aid of the medical profession can 
assist in reclaiming its beneficial measures by their 
scientific use in the treatment of the sick. More- 
over, such a department can be made profitable to 
the hospital in both a financial and a curative sense 
if it is headed by a capable physician and supplied 
with sufficient equipment and personnel to meet 
the growing demand of the community for this 
service. 





Horses and Hospitals 


ND now from the welter of experiments, ex- 
A pedients and bunglings aimed at saving the 
economic life of the hospital comes the sug- 
gestion that if racing and hospital management 
could join hands all would be well with both. 

The inference is easy to understand. Wagering 
on equine celerity is a hazardous matter but some- 
one must win and why not the hospital, it is asked. 
Is not the deer that is the victim of the poacher dis- 
patched to the nearest hospital for consumption? 
Will not the questionable morality and ethics of 
race track betting be purified by the devotion of a 
portion of the proceeds to the sweet cause of char- 
ity? Why should millions be lost and won annually 
on the country’s race tracks without each commu- 
nity being rendered better and healthier thereby? 

These are questions for the thoughtful to con- 
sider. And yet, this proposal must be measured by 
the same yardstick that should be applied to every 
institutional or national policy. What effect would 
such a plan have on the welfare and the morals of 
human beings generally? If any act is questionable 
in its moral or legal implications, is it any the less 
so because some one is benefited thereby? To bar- 
ter the soul of an institution or a people for a mess 
of pottage, no matter how severe the famine, would 
be an irretrievable act of folly. 
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Maternal Morbidity 


; EVER exceeding 100° F. in the postpartum 
F patient should excite a keen search for its 

cause if it does not arouse feelings of alarm. 
In most hospitals no statistical record is kept of 
those maternity patients who develop fever fol- 
lowing delivery. Many reasons are rather lightly 
ascribed to explain the fever. Yet a temperature 
of 100° F. is rather routinely set as the dividing 
line between a state of normalcy and that of mor- 
bidity. 

Departmental records should reveal at the end 
of each month the frequency and range of such 
postpartum fevers. When a rise of temperature 
too frequently occurs following delivery, a careful 
scrutiny of the technique employed in the mater- 
nity department should be made. Moreover, any 
condition that delays convalescence and hence dis- 
charge from the hospital is costly both to the pa- 
tient and to the institution. 





The New Intern Arrives 


HE psychology of the intern represents a 
curious mixture of student unsophistication 


and half matured professionalism. 

Frolicsome, schoolboyish, hypersensitive, petu- 
lant, enthusiastic, cooperative, hesitating and self- 
confident are terms that accurately describe the 
varying moods of the intern. He has crowded his 
memory with facts and figures concerning human 
pathology and symptomatology, and yet he has not 
learned to apply this knowledge practically. He 
is inclined to pity the aging physician who knows 
how to employ so few drugs. He has preconceived 
notions as to the proper conduct of hospitals, and 
does not hesitate to voice them. This is the type 
of personality which each year enters the hospitals 
to assist in caring for the sick. 

That the intern needs a gentle but firm hand to 
guide his course should be self-evident. But in 
many hospitals, the presentation of a book of rules 
and a service sheet, all but represents this most 
important and understanding tutelage. No careful 
instructions as to his newly acquired responsibili- 
ties—no sympathetic mentor to guide him through 
his first few days—no one to demonstrate that 
major operation, for him at least, of taking a blood 
specimen for a chemical study—no one but the 
intern who preceded him on the service from whom 
to receive advice as to his new work. Staff mem- 
bers are inclined to be hurried and exacting—to 
be unable or unwilling to teach—and nurses irri- 
tate in endeavoring to impart information. Little 
wonder that the first few weeks of an intern’s hos- 
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pital life are filled with many misunderstandings. 

The hospital, therefore, is often to blame when 
unsatisfactory service is rendered by the intern. 
An absence of understanding of the psychology and 
the practical fundamental abilities of the recent 
graduate in medicine, a lack of system in instruct- 
ing him during his first few weeks in the hospital 
and an absence of evident respect for his profes- 
sional standing are strong enough influences to 
ruin the many other possibilities that he possesses 
for future usefulness to the sick. The coming of 
the new intern is an event fraught with promise, 
or with possibilities for lost opportunities for serv- 
ice to the sick. 





Making Softer the Hospital Life 
of the Child 


T THE international hospital association that 
A recently convened at Knocke-Sur-Mer, Bel- 
gium, an instructive symposium on the 
institutional care of children was presented. Seven 
distinguished authors from as many different coun- 
tries discussed important phases of the institu- 
tional care of the child. Of particular interest to 
the American field is the fact that much stress was 
laid by several speakers on the methods by which 
contagion could be barred from the pediatric unit 
or controlled if a transmissible disease developed. 
Hospital authorities are somewhat divided in 
opinion as to the efficacy of admission or observa- 
tion wards. There are those who would isolate all 
children for three weeks before permitting their 
contact with those already under treatment. Theo- 
retically such a plan is ideal. But unless every link 
in the physical and personnel chain is perfect no 
isolation is far better than an ineffective and care- 
less quarantine unit. Small wards, adequate serv- 
ice facilities, a careful admission technique and a 
medical and nursing personnel wide-awake to the 
dangerous possibilities of crossed infection are usu- 
ally capable of protecting patients in a children’s 
department from the hazards of contagious dis- 
eases. 

St. Engel of Dortmund makes this statement, 
“The future of protection against infection in the 
hospital is less a matter of personal and material 
protection than of the development of suitable 
methods of immunization.” This is the plan that 
will surely replace costly and not always efficient 
quarantine suites and an expensive and highly 
trained personnel which must be duplicated in the 
isolation and pediatric departments. 

Marked strides have already been made to attain 
the goal of general contagious immunity among 
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children. Immunization serum for measles, toxin- 
antitoxin for diphtheria, serum for scarlet fever 
and possibly vaccination for whooping cough and 
chicken-pox are often of greater practical efficacy 
than the most carefully planned physical precau- 
tions. It is strongly possible that an effective 
prophylactic technique will soon be devised for 
poliomyelitis, mumps and even for catarrhal in- 
fections of the pulmonary system. When this is 
done children admitted to general and special hos- 
pitals during the winter months will be immeas- 
urably benefited. 





Where There Is No Vision 


ANY commodities must be purchased 
M solely on the basis of a belief in the 
integrity of the purveyor. It is not 
within the capacity of most individuals to judge 
accurately the technical defects or excellences, 
for example, of automobiles, radios, carpet sweep- 
ers, or even of new shoes for a growing son. How 
much less is the average citizen able to evaluate 
properly such a complicated and many-sided com- 
modity as hospital service. If the food is not 
grossly distasteful, if the personnel is polite, the 
linen spotless and the housekeeping not slovenly, to 
many the hospital is praiseworthy. 

How far from the truth may be such a conclu- 
sion! These are but the most elementary of the 
prerequisites for a good, a safe institution. To 
provide the many invisible and intangible safe- 
guards to the life of the patient requires the 
exercise of a more skillful type of service. Beds 
do not a hospital make, nor instruments an oper- 
ating room. To permit any relaxation of the eternal 
vigilance that is necessary to safe surgery, or to 
careful diagnosis because factory wheels have 
temporarily ceased turning, is the act of one of low 
vision—is worse than cowardice. 

The patient, however, is not likely to recognize 
that safeguards hitherto afforded him have been 
withdrawn. He believes in the integrity of the 
hospital. His is never a suspicion that the practice 
of a false economy has by this means lowered the 
morale of the institutional personnel so that less 
vigilance in his behalf is being practiced—that 
diagnostic and curative activities formerly af- 
forded have been curtailed. Better by far, the 
closing of hospital doors—the hanging of the sign 
of the sheriff than the sale of an article that is 
misbranded. 

“Where there is no vision, the people perish,” 
is brutally and literally true when dollars are 
saved but precious lives are needlessly endangered 
or lost. 
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Case Reports 


HE characteristic item on the agenda of 
most medical meetings is the case report. 
Occasionally a full length address is noted, 
purporting to draw inferences from a series of 
apparently similar clinical conditions, but the in- 
dividual case report is still the backbone of the 
program. While it might be argued that deduc- 
tions made from individual instances are haz- 
ardous, because the possibilities of error are so 
numerous, they have their lesson to teach. If the 
failures were reported as often as the successes, 
and if the successes were checked back from year 
to year to discover whether time has compelled any 
changes in conclusions reached earlier, these case 
histories would have greater scientific value. 

In matters of this kind the administrator has 
something to learn from the clinician. The hos- 
pital executive uses the scientific as well as the 
artistic method in his daily work and doubtless 
case reports could be made at meetings of hos- 
pital administrators that would have some meaning 
to those who practice the specialty of administra- 
tive medicine. 

Thus, “John Smith, house surgeon, age twenty- 
four years, graduate of a class A medical school. 
Tentative diagnosis, cardiac sclerosis (hardening 
of the heart), brought on by long contact with 
‘clinical material’ unsupervised. This doctor 
stepped over to the intern-anesthetist in the oper- 
ating room just as he was about to administer the 
anesthetic to a ward patient and said quietly, but 
not quietly enough, ‘Have you given many anes- 
thetics before this?’ The reply was ‘Yes, a coupie 
of thousand,’ but this did not relieve the feelings 
of the patient, who recalled later that she was put 
to sleep under protest. It is pointed out that such a 
careless exchange of conversation in the presence 
of the patient cannot serve any useful purpose and 
might indeed end in disaster. The treatment given 
to the house surgeon by the administrator, who 
managed somehow to learn about it, was a threat 
to make capital punishment the penalty for another 
offense of this character. Follow-up note (after 
yraduation—the doctor now being in private prac- 
tice) ‘Apparently cured.’ ” 

A similar example is found in the type of physi- 
cian who tells his admiring listeners, who accom- 
pany him on his ward rounds, that “cases of this 
kind at autopsy present... .” within the hearing 
of the patient, and expect the governing authori- 
ties to applaud his medical learning. Case his- 
tories—we should have more reports of them in 
our professional meeting rooms for we, too, are in 
a sense clinicians who must deal with certain ad- 
ministrative problems in a therapeutic way. 
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Robert Jolly Named President-Elect 


OBERT JOLLY, Memorial Hos- 
R pital, Houston, Tex., was unani- 
mously chosen president-elect 
of the American Hospital Association 
at its thirty-fifth annual convention 
which took place at Milwaukee, Sep- 
tember 11 to 15. His name was placed 
in nomination by the nominating com- 
mittee and there was no opposing can- 
didate. Other results of the official bal- 
lot were: first vice president, Dr. Her- 
man Smith, Michael Reese Hospital, 
Chicago; second vice president, Bertha 
Allen, Newton Lower Falls, Newton, 
Mass.; third vice president, Dr. Don- 
ald C. Smelzer, Graduate Hospital of 
Pennsylvania, Philadelphia; trustees, 
Dr. G. Harvey Agnew, Canadian Med- 
ical Association, Toronto, Ont., and 
Rev. M. F. Griffin, Cleveland. 

From various standpoints the meet- 
ing was conceded to be an outstanding 
success. For the attendance (approxi- 
mately 2,300), the program, the spirit 


of A. H. A. 


of friendliness and mutual good will 
that pervaded the gathering, the dele- 
gates gave major credit to Doctor Ste- 
phens, president, and Doctor Caldwell, 
secretary, of the association, who 
planned and carried out the entire pro- 
gram with conspicuous success. The 
auditorium where the meetings and the 
exhibit were held proved well adapted 
to the requirements. Lighting and 
ventilation were good and the halls 
comfortable at all times. 

The members of the local committee 
of arrangements, headed by Rev. Her- 
man L. Fritschel, Milwaukee Hospital, 
were unofficiously in evidence at all 
times, ready to give information and 
help to the delegates. 

There was a crowded attendance at 
the banquet when the guest speaker 
was Glenn Frank, president, Univer- 
sity of Wisconsin. His address, which 
was broadcast over the radio, was an 
appeal to every person to support the 


program of the NRA. He drew a par- 
allel between the plight of hospitals 
and the plight of industry and said 
that unless statesmanship among hos- 
pital executives and the medical pro- 
fession solves the problem, public 
statesmanship will solve it for them. 

At the evening session on the open- 
ing night the National Hospital Day 
award was presented by Veronica Mil- 
ler, chairman of National Hospital 
Day committee, to James Howarth, 
representing the Glendale Sanitarium 
and Hospital, Glendale, Calif., this hos- 
pital being adjudged to have presented 
the best program on May 12. 

Many social gatherings, breakfasts, 
luncheons, dinners, were held by local 
groups. Those who arranged such 
events included the state associations 
of New York, Ohio, Minnesota, I]linois, 
Indiana, Wisconsin. The Exhibitors’ 
Association held an informal supper 
and dance at the Plankinton Hotel. 


Financial Problems Discussed in Many Sessions 


Vigorous discussion developed in the 
round table on hospital income and ex- 
penditure, with Dr. W. L. Babcock, 
Grace Hospital, Detroit, in the chair. 

Chief contention centered around the 
collection of accounts. Dr. C. S. 
Woods, St. Luke’s Hospital, Cleveland, 
described the new Hospital Finance 
Corporation of Cleveland. Established 
June 1 by the Cleveland Hospital 
Council, the finance corporation deter- 
mines the credit rating of patients, 
makes financial arrangements with pa- 
tients referred to it by member hospi- 
tals, and collects for hospital serv- 
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ices rendered these patients. Financ- 
ing of the corporation is through a 6 
per cent charge to patients on deferred 
payments. 

Dr. Frederic A. Washburn, Massa- 
chusetts General Hospital, Boston, was 
the first on his feet to express opposi- 
tion to the project, and others argued 
the question until time had to be called. 
A hospital with a proper admitting offi- 
cer, said Doctor Washburn, can deal 
directly with the patient, thus saving 
him the 6 per cent and assuring the in- 
stitution of his continued good will. 

Opposed also to the Cleveland plan 
was Dr. Walter S. Goodale, Buffalo 
City Hospital. Doctor Goodale de- 
scribed the credit system in his hospi- 
tal, which is based upon what he re- 
gards as a more philanthropic point of 
view. 

Buffalo City’s pay patients are asked 
to sign a contract, and if their credit 
rating is not high they are asked to se- 
cure the further guarantee of a friend, 
a guarantee form being printed on the 
reverse side of the contract blank. 
Part-pay patients are asked to make 


only such guarantees as they have a 
good chance of fulfilling. 

The hospital employs its own collec- 
tor, since it has found that the private 
collector is a friend neither to hospital 
nor patient. 

James R. Mays, Elizabeth General 
Hospital, Elizabeth, N. J., stressed the 
same point. This Elizabeth hospital 
now has four collectors employed on a 
salary basis, thus eliminating all high 
pressure methods and safeguarding the 
hospital’s good will. If the hospital’s 
first and second collector both fail, the 
account is then turned over to a collec- 
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tion agency. But the prac- 
tice of hiring its own collec- 
tors has saved the hospital 
money and has helped it re- 
tain the friendship of its 
patients. 

Dr. Donald M. Morrill, 
Blodgett Memorial Hospi- 
tal, Grand Rapids, Mich., 
presented a paper answer- 
ing affirmatively the ques- 
tion: “Will the Human Urge to Give 
to Those Less Favored Continue for 
Voluntary Hospitals?” Doctor Mor- 
rill thinks that the country is due 
for a shift in emphasis in philan- 
thropy. Higher education, he main- 
tains, has reached the peak of contri- 
butions, and the time has come for 
money to be given toward improving 
the health of the race. No agency of 
public welfare, in his opinion, can dem- 
onstrate a greater need for aid than 
can the voluntary hospitals. 

In considering hospital support from 
another angle, Dr. Lewis A. Sexton, 
Hartford Hospital, Hartford, Conn., 
made the point that the direct tax 
must replace the old philanthropy in 
the case of the indigent. Business con- 
ditions today have done much to bring 
to the attention of governments—both 
local and national—their responsibil- 
ity for the care of the sick poor. 

Doctor Sexton, in conclusion, de- 
clared that hospitals should not radi- 
cally alter their present business poli- 
cies, which he feels are sound. 


Suggests Ways to Salvage Equipment 


The graveyard of discarded equip- 
ment is an index of a hospital’s care in 
safeguarding the funds given it by the 
public. Dr. Lucius R. Wilson, superin- 
tendent, John Sealy Hospital, Galves- 
ton, Tex., showed how this index might 
reflect favorably on the hospital admin- 
istration. 

“Metal furniture can be made attrac- 
tive by dipping in hot lye solution to 
remove old paint and then repainting 
with a spray machine. New spring 
fabric for beds can be installed by the 
hospital mechanic. Broken joints on 


metal furniture can be welded with an 
electric or acetylene torch. Detachable 
knife blades for the operating room can 
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Left to right—Dr. Stewart Hamilton, Har- 
per Hospital, Detroit; Rev. H. L. Fritschel, 
Milwaukee Hospital; Dr. Lucius R. Wilson, 
George Sealy Hospital, Galveston, Tex., and 
Dr. Walter S. Goodale, Buffalo City Hospital. 





be resharpened at one-half the cost of 
new blades. Issuing new supplies on an 
exchange basis encourages greater care 
on the part of supervisors. The junk 
man will buy paper, bottles and burlap 
sacks. Flour and sugar sacks make ex- 


cellent towels. Reclaiming gauze has 
proved profitable. The purchase of 
medicines by chemical names rather 
than by trade names reduces costs sub- 
stantially.” 

The new flat rate system was lauded 
by Dr. Stewart Hamilton, Harper Hos- 
pital, Detroit, who believes that it will 
soon be generally adopted by hospitals 
in this country. 

In Harper Hospital, the flat rate sys- 
tem is based on a ten-day stay. It in- 
cludes all services except x-ray and un- 
usual drugs and all laboratory proce- 
dures except basal metabolism tests 
and electrocardiographs. The operat- 
ing room for the first operation is in- 
cluded, as is the delivery room in ob- 
stetrical cases. 

Rates for private rooms are $90 min- 
imum with $7 charge or rebate for 
overstay or early discharge, $80 for a 
two-bed room with $5.50 charge or re- 
bate, and $55 for wards, with $3.50 
allowance. The minimum stay, under 
the plan, is seven days. 

Advantages of the flat rate system, 
as enumerated by Doctor Hamilton, in- 
clude: (1) The patient knows at the 
outset the total cost of hospitalization ; 
(2) the doctor favors it because it per- 
mits him to be specific with patients in 
regard to charges; (3) the hospital 
saves a great deal of bookkeeping time 
as well as nurses’ steps; (4) collections 
are increased, because bills are not mis- 
leading. 

A description of the activities of the 
newly established Hospital Council of 
Essex County was given by Mr. Frank 
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Van Dyk, representing Dr. 
Paul Keller, Beth Israel 
Hospital, Newark, on the 
program. This New Jersey 
county council is making 
ambitious experiments in 
uniform accounting, coop- 
erative purchasing, uni- 
form bed rates and special 
charges for liability and 
compensation cases, and in 
handling collections through a bureau 
of overdue accounts. Although the 
council has not been long in operation, 
it has already effected substantial sav- 
ings for its member hospitals, Mr. 
Van Dyk stated. 


Dietitians Discuss Food Costs 


Food costs and various methods of 
controlling them came in for discussion 
by various speakers at the dietetic sec- 
tion. Faith McAuley, University of 
Chicago, brought out the fact that the 
lack of standardized methods of proce- 
dure in the industrial, educational and 
hospital fields makes it difficult to insti- 
tute food cost control to the extent that 
this is done in commercial fields. Lack 
of data and lack of uniform methods 
of procedure make it impossible to find 
a base level of operation. Too often 
data taken from the commercial field 
are used in the hospital and are mis- 
leading. 

Miss McAuley believes that quanti- 
tative data are of fundamental impor- 
tance and will give more useful infor- 
mation necessary for a food budget 
than data secured in terms of cost. 
Foods should be grouped according to 
dietetic value, she said, and a form of 
record acceptable and useful to all 
groups should be drawn up. She made 
a plea for a food ledger that will carry 
the items necessary for intelligent ad- 
ministration of the food budget. 

Of interest to the audience were the 
findings Miss McAuley presented of 2 
study made by the American Dietetic 
Association in twenty hospitals. The 
hospitals studied are classed as fed- 
eral, general and university in the ac- 
companying table. 

By studies such as these, the dieti- 
tians believe that the standard per cap- 
ita consumption may be worked out, 
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and thus a key to leaks may be found. 

The larger amounts shown for the 
federal hospitals may be partly ex- 
plained, it is said, by the fact that they 


AMOUNTS OF FOOD PER HUNDRED PER- 
SONS PER MONTH IN TWENTY 


HOSPITALS 

Fed- Gen- Univer- 

Item eral eral sity 
Meat (lbs.) 1,892 1,147 1,490 
Poultry (lbs.) 315 356 219 
Fish (lbs.) 166 172 129 
Eggs (cases) 14 11 10 
Cheese (Ibs.) 50 34 67 
Cream (gals.) 44 49 55 


Ice Cream (gals.) 556 462 462 
Butter and Oleo 


(lbs.) 317 285 265 
Lard (lbs.) 57 43 43 
Oil (gals.) 9 5 7 
Bacon (lbs.) 158 95 116 
Oranges (cases) 88 64 74 
Dried Fruits (lbs.) 93 52 3 
Canned Vegetables 

(No. 10) 132 95 112 
Dried Vegetables 

(Ibs.) 85 30 26 


2,200 
648 436 472 


Potatoes (lbs.) 
Sugar (lbs.) 


have a shorter list of dietary supplies 
and must purchase more staples. 

Lenna Cooper’s paper pictured the 
garbage can as the symbol of food 
waste. Her plea was for eliminating 
waste through inspection of this recep- 
tacle. Mere measurement of food rem- 
nants by the eye of dietitian, nurse or 
cook might suffice in a small hospital, 
she declared, but it is an inaccurate 
gauge of loss in large kitchens. 

As a tangible and impartial check 
on waste of food, Miss Cooper recom- 
mends weighing the garbage. In one 
study of forty-nine hospitals, all had 
been able to reduce economic loss from 
food by the method of weighing avoid- 
able wastes. Each ounce saved was 
found to reduce the per 
capita food loss by 1% 
cents. 

Dr. Herman Smith, Mi- 
chael Reese, Chicago, took 
exception to the weighing 
of garbage. His philoso- 


phy of food control is, he 
told the delegates, that 
this practice has little or 
He urged as 


no value. 





Left to right—Dr. B. W. 
Hospital, Oakland, Calif.; Mary M. Harring- 
ton, Harper Hospital, Detroit; Lenna F. 
Cooper, Montefiore Hospital, New York City, 


and Dr. Walter E. List, Jewish Hospital, 
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three feasible methods of reducing 
waste in the kitchen the following: 
more carefully controlled buying; 
the manufacture of certain food prod- 
ucts within the hospital and the adapt- 
ing of menus to varying groups within 
the hospital. 

Bulk buying direct from producers 
and manufacturers was his recommen- 
dation. Commercial cold storage is not 
expensive and will permit the purchase 
of meat and eggs at the time prices are 
lowest. The dietitian, if she is not the 
actual purchasing agent of hospital 
food supplies, should certainly accom- 
pany the purchasing agent when he 
goes to the market, in Doctor Smith’s 
opinion. 

Ice cream, gelatin desserts, jellies 
and fruit juices were cited as foods 
that can well be prepared in the hospi- 
tal rather than purchased outside. 

Private and ward patients, those on 
special diet and the hospital personnel 
need all to be studied with a view to 
adapting menus to their needs, and 
thus many economies may result, Doc- 
tor Smith believes. He called the at- 
tention of the audience to the fact that 
the usual ratio is 30 per cent patients 
and 70 per cent personnel when it 
comes to feeding. 

Paul H. Fesler, Wesley Memorial 
Hospital, Chicago, made nine sugges- 
tions: (1) that the hospital hire a 
highly trained dietitian, the product 
of a good school; (2) careful selection 
of good equipment; (3) convenient ar- 
rangement of kitchen equipment, prob- 
ably accepting the judgment of the 
cook or some one who actually works 
in the kitchen; (4) control of break- 
age, with employees charged for 


broken dishes; (5) the best refrigera- 
tion and a check on waste; (6) cheap 
fuel, steam cookers being an aid to 
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economy; (7) wise buying, with the 
dietitian in control; (8) convenient 
storage facilities; (9) control of dining 
room service, a trained restaurant 
worker often being more satisfactory 
in handling the employees’ food serv- 
ice than a dietitian. 

Ir. Donald Morrill, Blodgett Me- 
morial Hospital, Grand Rapids, Mich., 
urged the hospital administrator and 
dietitian in installing a food service 
system not to be carried away by a 
system working well in a neighboring 
hospital with problems different from 
their own. There is an ideal food serv- 
ice system for each institution, and it 
is worth making a long study to pro- 
cure exactly the right one, he asserted. 

Mable MacLachlan, University of 
Michigan Hospital, Ann Arbor, re- 
ported on a questionnaire regarding 
the types of food service employed by 
hospitals. Most of the institutions 
studied used either waiter service for 
all employees or a limited cafeteria 
service for the nurses and waiter serv- 
ice for the doctors. The cost per meal 
ranged from 6 cents to 33 cents, with 
an average of 11 cents per person. 


Doctor Smelzer’s Round Table 


A helpful interchange of thought on 
the many different angles of purchas- 
ing and using supplies resulted from 
the round table conducted by Dr. Don- 
ald C. Smelzer, Graduate Hospital of 
the University of Pennsylvania, Phila- 
delphia. 

It was generally conceded, for exam- 
ple, to be sound administrative proce- 
dure to set aside certain hours in which 
to interview salesmen. Particularly in 
the larger institution this was held to 
be important. One executive described 
a plan of procedure whereby certain 
types of commodities were considered 
on specific days, as, for ex- 
ample, foodstuffs on one 
day, household equipment 
on another day, and so on. 

Another question which 
brought forth many differ- 
ent opinions was that of 
operating a perpetual in- 
ventory. Whereas the ma- 
jority favored a perpetual 
inventory, there were those 
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who felt that it did not pay its way, 
that it looked fine on paper but seldom 
worked. The card system was felt to 
be more valuable than the loose leaf 
type and also less expensive. 

Much attention was given to elimi- 
nating waste in various departments 
of the hospital. In the use of catgut, 
for example, it was suggested that it 
might be well after an operation to 





Dr. Basil C. MacLean. 


check up and show the surgeon how 
much catgut he had wasted. The opin- 
ion was held by others, however, that 
such waste was unavoidable and that 
it was not fair to limit the surgeon 
who was working under severe stress. 
Care in buying only those syringes in 
which the glass is carefully annealed 
is one way of reducing waste due to 
breakage, according to the experience 
of one executive. He pointed out that 
much depends on the type of floor as 
well as making those persons in charge 
feel their responsibility. Careful rec- 
ords and an exchange system also help. 

Emphasis was laid on the fallacy of 
buying poor blankets. On the other 
hand, the point was raised that no hos- 
pital is justified in purchasing so-called 
wool blankets. Proper care in washing 
was recommended and the installation 
of blanket washing equipment. 

A question which has often been 
raised but never answered conclusively 
is whether or not it pays to salvage 
gauze from dressings. Some feel that 
such reclamation pays, while others 
have figures to prove that it is not an 
economical process. One superintend- 
ent in favor of such procedure pointed 
out that going through the laundry 
makes gauze considerably softer. 

It was revealed that many hospitals 
do their own canning and that in cer- 
tain localities it pays to own a truck 
and send some responsible employee to 
the market to purchase fruits and 
vegetables. There was not felt to be 
any advantage in making “future” 
purchases of canned goods. 

Much discussion centered upon the 
question of establishing a satisfactory 
system for the issuance of commodities. 

One executive has found it advisable 
to have two storerooms, one for food 
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and the other for general supplies. An- 
other described how such items as floor 
mops were exchanged regularly, one 
each week, the old mop being brought 
to the storeroom and replaced by a 
fresh one. The old mop was then sent 
to the laundry, after which it was re- 
turned to the storeroom to be reissued. 

Whether or not the superintendent 
patronizes the “home town dealer” in 


purchasing supplies was considered to 
depend chiefly upon the local dealer. 
It was agreed that it was not economi- 
cal or satisfactory to purchase from 
local dealers exclusively or fair to in- 
duce the local dealer to meet the price 
of some outside concern. 


Flat Rates Found Helpful 


Advantages of all-inclusive hospital] 
rates were described by Dr. Paul Kel- 
ler, executive director, Newark Beth 
Israel Hospital, Newark, N. J. The flat 
fee or all-inclusive rate applies to all 
services furnished by the hospital, but 
usually does not include the physician’s 
fee, Doctor Keller pointed out. Under 
such a plan the patient gets the best 
service the hospital has to offer at 
whatever rate he selects. Worry and 
uncertainty over the bill, which retard 
recovery, are thus eliminated. 

Patients naturally resent having to 
pay for service which they did not 
want and for which they were unpre- 
pared, both financially and psycholog- 
ically, Doctor Keller said. Their re- 
sentment grows as charges for this and 
that service are added. They refuse to 
believe that the charges are fair and 
that the examinations were necessary, 
and they have no basis on which to 
evaluate the cost of the various proc- 
esses. Persons who are delinquent in 
paying hospital bills invariably claim 
that there was no definite understand- 
ing as to the total charges. 

Doctor Keller emphasized the need 
for an exacting and scientific cost ac- 
counting system as a basis for estab- 
lishing flat rates. 

Methods of increasing endowments 
and the use of notes and loan banks 
were discussed at the round table on 
administrative problems conducted by 


Maurice Dubin. 
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Dr. Lewis A. Sexton, superintendent, 
Hartford Hospital, Hartford, Conn. 
The superintendent who would in- 
crease the endowment of his institu- 
tion, said Dr. Allan R. Craig, superin- 
tendent, Charlotte Hungerford Hospi- 
tal, Torrington, Conn., must first of all 
conduct a good hospital. He must also 
have a definite plan for increasing en- 
dowments and he should use his influ- 





A. M. Calvin. 


ence to see that the board of directors 
acts with coordination and cooperation. 
Establishment of a uniform code of 
hospital charges was also advocated by 
Doctor Craig. Dr. Frederic A. Wash- 
burn, director, Massachusetts General 
Hospital, Boston, warned that definite 
plans for needed additions should be 
ready at all times for inspection by a 
prospective donor. 

Rev. G. T. Notson, superintendent, 
Methodist Hospital, Sioux City, Iowa, 
suggested that the needs of hospitals 
be explained to local attorneys who are 
employed to draw up wills. Asa S. Ba- 
con, superintendent, Presbyterian Hos- 
pital, Chicago, suggested that courtesy 
to salesmen and others often resulted 
in these people becoming missionaries 
for the hospital. 

How loan banks are used in install- 
ment payments of patients’ accounts 
was explained by Dr. Warren L. Bab- 
cock, director, Grace Hospital, Detroit. 
The patient whose account is handled 
through a loan bank leaves the hospital 
feeling better about his bill and is more 
apt to pay a note at a bank than an 
open account at the hospital, Doctor 
Babcock maintained. 

One unfortunate result of the con- 
tinued financial depression was brought 
out in the report made by Robert Jolly, 
superintendent, Memorial Hospital, 
Houston, Tex., for the committee on 
employees’ retirement funds. Of 322 
general hospitals of 100 beds or more, 
only one institution, Presbyterian Hos- 
pital, New York City, has instituted a 
retirement plan since June 1, 1932. A 
number of superintendents wrote that 
they were interested but financially un- 
able to act. Duke Hospital, Durham, 
N. C., and the University Hospitals of 
Cleveland are considering plans. 
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The psychological factors entering 
into institutional purchasing should be 
clearly recognized and controlled, ac- 
cording to Dr. B. Henry Mason, super- 
intendent, Waterbury Hospital, Water- 
bury, Conn. “From childhood we have 
all been accustomed to respond to sug- 
gestion to such an extent that the habit 
is likely to be active in purchasing sup- 
plies. . . . It behooves anyone who has 
to perform the duties of purchasing 
agent to keep himself free from any 
entangling alliances and to take full 
advantage of open market buying.” 
Doctor Mason emphasized the necessity 
of obtaining accurate information each 
month concerning supplies to be pur- 
chased and advised careful study of 
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methods of purchasing, storage, super- 
vision and control of supplies. 

The chief concern of the insurance 
companies is to secure more efficient 
medical and hospital treatment for in- 
jured persons, according to Albert W. 
Whitney, National Bureau of Casualty 
and Surety Underwriters, New York 
City. 

Under the compensation law, Mr. 
Whitney explained, the insurance com- 
pany has a direct obligation to the hos- 
pital. In all other cases, however, the 
insurance company is obligated to the 
injured party. 

Mr. Whitney feels that hospitals and 
insurance companies must cooperate 
closely in order to procure results that 
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will be satisfactory to both. He ex- 
plained that the various companies as- 
sociated with his organization have 
been instructed to notify the hospital 
when payment is made to a patient 
confined in the institution. 

It is the duty of the insurance com- 
pany, in Mr. Whitney’s opinion, to ad- 
vise the hospital if the company does 
not consider itself liable in a particular 
case. Hospitals should reciprocate by 
helping the insurance company deter- 
mine the cause of the injury as well as 
its effect on the patient. He stated that 
insurance companies are willing to pay 
a good price for efficient medical and 
hospital care, provided that compen- 
sation payments can thus be avoided. 


Diversified Views Voiced on Community Relations 


One of the most important steps in 
effecting a sound community relation- 
ship is the formation of hospital coun- 
cils, according to Dr. G. Harvey 
Agnew, secretary, department of hos- 
pital service, Canadian Medical Asso- 
ciation. 

“Like every other great industry, 
our hospitals are ‘stocktaking’ as never 
before,” Doctor Agnew said. “We are 
finding that our hospital system could 
be improved, that we are individual- 
istic and that our distribution, support, 
service and future plans are quite un- 
coordinated. The local hospital council 
can do much to correct this situation 
as has already been demonstrated. 
Among the results and undertakings 
noted among our hospital councils are 
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improved service, reduction of costs, 
reduction of unnecessary expansion, 
interchange of comparable data and 
statistics and a unification of rates for 
similar services as, for example, x-ray 
work, physiotherapy and blood donors. 
By eliminating duplication, the public 
can be given better service at lower 
cost. A central purchasing agency 
and a central collection department 
are accomplished facts. 
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A “new deal” for hospitals to be 
achieved through widespread and sym- 
pathetic understanding on the part of 
the public is the objective of the com- 
mittee on public relations as reported 
by the chairman, Dr. Malcolm T. Mac- 
Eachern. The printed report of the 
committee deserves careful reading by 
all hospital executives, especially those 
who serve as officers of hospital coun- 
cils or associations. During 1932 an 
effective organization was set up and 
a vigorous public relations program 
was carried on. 

For the coming year the committee 
recommended an energetic program 
with the following points: (1) month!y 
news releases from the central office 
with adaptation to local conditions; 


(2) locally prepared material for a 
hospital column in local newspapers; 
(3) newspaper “fillers”; (4) articles 
in popular magazines; (5) monthly 
radio talks on nationwide hookups; 
(6) talks before civic clubs; (7) talks 
to high school and junior college stu- 
dents and hospital tours for them; (8) 
sermons on hospital work; (9) ade- 
quate publicity for national, state and 
regional meetings; (10) addresses to 
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conventions of business and profes- 
sional groups; (11) observance of 
National Hospital Day; (12) use of 
lantern slides, motion pictures, model 
annual reports and monthly hospital 
bulletins; (13) participation in com- 
munity activities, and (14) the devel- 
opment of a community hospital 
council to carry on these activities. 
According to Dr. Joseph C. Doane, 
Jewish Hospital, Philadelphia, a pub- 
lic relations program will be successful 
only if a hospital considers itself a 
community utility. Hospitals used to 
live on a hill away from the town, 
physically and socially, Doctor Doane 
stated. People dreaded them as places 
of horror. It is now a matter of self- 
preservation for them to become an 
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intimate and valued part of commu- 
nity life. 

The voluntary hospitals have too 
greatly indulged the natural tendency 
to criticize and condemn the tax sup- 
ported hospitals, according to Dr. 
C. W. Munger, Grasslands Hospital, 
Valhalla, N. Y. 

He recognized and recited some of 
the dangers that beset the public hos- 
pitals and suggested the following pol- 
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icies to avoid them: (1) have a good 
medical staff composed of the best men 
in the community, (2) throw the 
money changers out of the temple of 
healing, (3) educate the public to sup- 
port the public hospitals intelligently, 
(4) provide the public hospitals with 
boards of trustees who know social 
values and are incorruptible, (5) if 
civil service is necessary, make it suf- 
ficiently flexible so that the administra- 
tor can rid the hospital of incompe- 
tents, (6) strive to obtain a decent 
budget with reasonable appropria- 
tions, (7) have an honest admission 
policy that discourages political fa- 
voritism. 

Doctor Munger approved of an in- 
crease of tax funds for the care of 
indigents in nongovernmental hospitals 
but cautioned against abandoning or 
crippling public facilities to aid the 
nongovernmental ones. 


Educating the Public 


Relations between the superintend- 
ent and board of trustees and educa- 
tion of the public to the costs of good 
hospital service were the opening top- 
ics of the round table on administra- 
tive problems conducted by Dr. Lewis 
A. Sexton, superintendent, Hartford 
Hospital, Hartford, Conn. Dr. C. W. 
Munger, superintendent, Grasslands 
Hospital, Valhalla, N. Y., cited the 
usual short tenure of the superintend- 
ent as one cause for the board’s failure 
to support him. The superintendent 
should attend all board meetings, ac- 
cepting criticism gracefully and not 
wearing out his welcome, Doctor Mun- 
ger insisted. The need for a definite 
and early understanding between the 
superintendent and the board as to 
duties and responsibilities was brought 
out. 

To make the public understand that 
the hospital is much more than a lodg- 
ing house for sick people is a matter 
of education and publicity, said Dr. 
Allan R. Craig, superintendent, Char- 
lotte Hungerford Hospital, Torrington, 
Conn. Doctor Craig advised superin- 
tendents to take advantage of every 
opportunity to conduct lay groups 
through their institutions and to tell 
civic clubs how the hospital dollar is 
spent. Inviting police and fire depart- 
ments and other local groups to meet 
once a year at the hospital and serv- 
ing them a free lunch was another sug- 
gestion for bringing the hospital to the 
attention of the community. Radio 
broadcasting and inviting high school 
classes to inspect the hospital have 
produced gratifying results at Memo- 
rial Hospital, Houston, Tex., said Rob- 
ert Jolly, superintendent. Dr. Fred- 
eric A. Washburn, director, Massachu- 
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setts General Hospital, Boston, empha- 
sized the importance of good taste in 
publicity. 

Ways by which less active trustees 
may be encouraged to take a more 
prominent part in hospital activities 
were considered in the round table on 
small hospitals conducted by Dr. G. 
Harvey Agnew, department of hospital 
service, Canadian Medical Association, 
Toronto, Ont. 

According to the experience of one 
superintendent, it is helpful to send 
clippings from hospital papers to the 
trustees covering new developments in 
other institutions. This same executive 
explained that whenever he goes on a 
trip he writes his trustees, asking them 
if they have visited the hospital during 
his absence and whether everything 
was all right. Another described a plan 
whereby he invites his trustees to 
luncheon at frequent intervals and 
talks hospital with them. 

It was agreed to be the superintend- 
ent’s duty to get the board of directors 
interested in the hospital and to edu- 
cate them in the ABC of hospital ad- 
ministration. Careful selection of trus- 
tees was also urged, to exclude those 
seeking positions on the board for so- 
cial reasons or others striving to 
exploit their hospital connection to 
their own benefit. 

Extended discussions centered upon 
the question, ““Where municipal aid for 
the care of indigents is available, 
should hospitals enter into ‘contracts’ 
with local authorities at reduced 
rates?” It was agreed that hospitals 
should determine a basic cost rate on 
which their charges are predicated and 
that competition should be carefully 
avoided. 


Winning the Interest of the Doctors 


Best methods of obtaining expert 
oversight of the radiologic and patho- 
logic departments in the small hospital 
included the proposal that in small 
communities hospitals go together on 
a cooperative basis to get the benefits 
of expert laboratory service. In some 
instances it was found that the small 
hospital has linked up with a larger 
institution in the community to assure 
itself of such facilities. In others, ar- 
rangements have been made whereby 
the technician comes to the small hos- 
pital at regular intervals or tests are 
made at a central laboratory. 

How to develop in the medical staff 
a greater appreciation of interest in 
the general problem of hospital admin- 
istration proved a subject on which 
many expressed definite views. A plan 
that has worked out well in one in- 
stance comprises sending to the doctors 
on the staff of the hospital copies of 
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letters of appreciation received fron 
patients. These letters addressed to th: 
doctors at their homes prove valuabl: 
in that they stir up interest in the hos 
pital on the doctors’ part and arous: 
the interest of their wives and families. 

Another plan that has been found 
helpful is to show the doctors such lit- 
tle attentions as placing a basket of 
fruit or boxes of cigarettes and cigars 
in the staff room on such special days 
as Thanksgiving and Christmas. 

In a penetrating analysis of the re- 
lations of the public to hospitals, S. A. 
Goldsmith, chairman, Jewish Charities, 
Chicago, pointed out that the public 
has provided most of the funds for the 
construction of hospitals and is rather 
likely to brush aside any arguments 
that confuse the main issue, namely, 
how hospitals can best be used to serve 
the health of the public. “The public 
notes,” Mr. Goldsmith, added, “that 
twenty-four countries already have 
compulsory health insurance. After all 
the public is primarily interested in 
itself.” Unless adequate provision is 
made in other ways for the care of the 
people’s health, Mr. Goldsmith pre- 
dicted that compulsory health insur- 
ance would be demanded. 


C. C. M. C. Findings Discussed 


The important place which the hos- 
pital occupies in the recommendations 
of the Committee on the Costs of Medi- 
cal Care was again emphasized by the 
committee appointed to study these 
recommendations. 

“It seems clear to us,” stated Michael 
M. Davis, Julius Rosenwald Fund, 
Chicago, who presented the committee 
report, “that the hospital of the future 
should be related as broadly as possible 
to all the qualified physicians of the 
locality, whether general practitioners 
or specialists. This is important for 
the sake of unified and high grade 
service to patients and also for the 
sake of the physicians. It is not nec- 
essary that we enter into the contro- 
versies regarding the extent to which 
group practice should develop. It is 
sufficient to point out that hospitals 
have actually expanded in their scope 
of work, in the breadth of their affilia- 
tions with physicians and in the degree 
to which these physicians are definitely 
organized. We see every reason for 
these tendencies to be strongly en- 
couraged.” 

The committee also pointed out that 
all members of the C. C. M. C. had 
concurred in finding that the uneven 
and unpredictable incidence of the 
costs of sickness presents the chief fi- 
nancial problem to be solved and that 
application of the principle of insur- 
ance is the chief method through which 
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This photograph, taken at Milwaukee, shows Dr. A. K. Haywood, superintendent, Vancouver General Hospital, Vancou- 


ver, B. C., and five hospital superintendents who received their training under him. Left to right—Dr. Peter Ward, 
Charles T. Miller Hospital, Inc., St. Paul, Minn.; Dr. J. G. Copeland, Albany Hospital, Albany, N. Y.; Doctor Haywood; 


Dr. A. L. C. Gilday, Western Division, Montreal General Hospital, Montreal, Que.; 


Dr. John C. Mackenzie, Montreal 


General Hospital; Dr. Donald C. Smelzer, Graduate Hospital of the University of Pennsylvania, Philadelphia, and Dr. 
B.C. MacLean, Touro Infirmary, New Orleans. Each of these Su pe rintendents has had three or four years’ training under 
Doctor Haywood. They started in the admitting office, where they came in contact with all departments of the hospital, 


and later served two years as assistant superintendents. 


this unevenness can be smoothed out. 
Hospital care for the lowest paid quar- 
ter of population, and in some sections 
a larger proportion, will probably 
have to be paid for out of taxes rather 
than by insurance, the committee 
pointed out. 

Group hospitalization, coordination 
of hospital facilities through hospital 
councils or general councils of social 
agencies, increased provision of office 
space for physicians in hospitals, ex- 
tension of middle rate hospital plans, 
further development of pay clinics, 
provision of more tax funds for the 
care of patients with chronic diseases 
and extension of tax support for gen- 
eral hospital service in voluntary as 
well as governmental institutions were 
recommendations of the Committee on 
the Costs of Medical Care. 

In commenting on Mr. Davis’ report, 
Dr. James C. Sargent, president, Mil- 
waukee County Medical Society, said 
that the recommendations involved 
new and unseasoned social thought, 
and were permeated with an impracti- 


cal idealism. The medical profession, 
he said, is not in accord with these rec- 
ommendations. 

The Oregon plan for providing prac- 
tically complete medical and hospital 
service on the periodic payment basis 
was described by Alden B. Mills, man- 
aging editor, The MODERN HOSPITAL. 
The plan was originated and is con- 
trolled exclusively by physicians. 

“The experience of the Multnomah 
Industrial Health Association of Port- 
land and the Physicians and Surgeons 
Hospital Association of Salem, demon- 
strates,” Mr. Mills stated, “that, if the 
medical profession is willing to attack 
the problem of medical costs realis- 
tically and honestly, it can provide 
practically complete medical service in- 
cluding all needed physicians’ care, six 
months’ hospitalization, all drugs and 
dressings, ambulance service and 
thirty days of special nursing at a 
cost of only $2 per month for each 
employed person. Furthermore the pa- 
tient can be given practically free 
choice of physician and of hospital.” 


That unoccupied beds in nongovern- 
mental hospitals were a greater prob- 
lem in 1932 than in 1931 was revealed 
by the report of the committee on hos- 
pital income and bed occupancy unde) 
the chairmanship of C. Rufus Rorem, 
Julius Rosenwald Fund, Chicago. 

The occupancy of all governmental 
hospitals, including those for tubercu- 
losis and nervous and mental disease, 
increased from 86.4 per cent in 1927 
to 89.8 per cent in 1932, while the 
corresponding figures for nongovern- 
mental hospitals fell from 65.5 per cent 
to 59.2 per cent. Practically all of the 
increase in governmental hospital oc- 
cupancy was reported by city and 
county institutions, the report stated, 
and therefore it is fair to conclude 
that it came from people who previ- 
ously were served by nongovernmental 
hospitals. 

The growth of governmental general 
hospitals, together with the large 
amount of charitable service rendered 
by voluntary hospitals, has made pos- 








94 


sible an enormous amount of free or 
part-pay hospital care. The committee 
estimated that at least one-half of the 
patients admitted to general hospitals 
receive full or part charity, even 
though they are self-supporting for 
other necessities. 

To meet the problems raised by its 
survey, the committee added two rec- 
ommendations to those made last year: 
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(1) that hospital councils in local com- 
munities give particular attention to 
the balancing of hospital occupancy in 
a community in order that existing fa- 
cilities may be utilized to the greatest 
advantage and (2) that statistics on 
hospital occupancy be collected on a na- 
tional scale and published. 


Development of O. P. D. Traced 


In his report for the out-patient 
committee, Dr. Frederick MacCurdy, 
Vanderbilt Clinic, New York City, an- 
nounced that a study of the accounting 
requirements of the out-patient depart- 
ment has been undertaken. Each mem- 
ber of the committee is carrying on a 
full year’s study with the new program 
as the basis. In all, twenty-two hospi- 
tals are cooperating in this study. The 
excellent program presented by the 
out-patient section was arranged in 
part by this committee. 

“The whole history of dispensary de- 
velopment seems to have been written 
in the past fifteen years,” said Dr. 
James W. Manary, out-patient direc- 
tor, The Boston City Hospital. “The 
tremendous growth in dispensary serv- 
ice witnessed during the first two dec- 
ades of the Twentieth Century,” 
Doctor Manary said, “has been due 
largely to the great growth in urban 
population and to the belief among the 
laity that out-patient departments and 
dispensaries offer facilities for the 
treatment of disease—particularly 
those diseases falling within the scope 
of the specialist—that the private 
practitioner could not possibly pos- 
sess.” 

Doctor Manary attributed the devel- 
opment of dispensaries to the admission 
of indigent patients to charity wards. 
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When these patients left the hospital, 
no physician wanted them privately 
and no other care was available to 
them. The hospital, at the suggestion 
of the staff, offered space and equip- 
ment and the staff doctor saw the pa- 
tients. As numbers grew, a treatment 
service grew also, and finally the staff 
began to refer poor patients from their 
private practice to this service. 

The only justification for an out- 
patient department is that there is a 
demand for its services from the com- 
munity, not that the hospital wants to 
have such a department, according to 
Doctor MacCurdy. “lf you have an 
out-patient department, remember that 
it was created to meet a demand that 
existed at the time of its creation, but 
may not exist in perpetuity.” 

Doctor MacCurdy outlined the vari- 
ous ways in which this demand may 
manifest itself: demand for teaching, 
for charitable service, for diagnostic 
service, for a feeder to the wards, for 
research facilities, for a follow-up 
service for ward patients, for an ad- 
junct to the bed service, and for pre- 
ventive services. The board of trustees, 
he said, should understand the work of 
the out-patient department, they 
should formulate a clear statement of 
its objectives, they should recognize 
financial responsibility for its opera- 
tion, should formulate a program for 
making it financially self-supporting 
with separate endowment, if necessary, 
should provide necessary space and 
equipment and maintain the same 
standards of quality of service as in 
the hospital proper. The services of 
an out-patient department to the com- 
munity and to other social agencies 
were also outlined. 

Overlapping and duplication among 
the various social agencies of a com- 
munity could be avoided to a consider- 
able extent if the out-patient depart- 
ments of hospitals were made fully 
responsible for all aspects of the care 
of their patients. 

This was the gist of an address by 
Dr. Robert Nye, Jefferson Hospital, 
Philadelphia. At present, he said, in 
a typical obstetrical case in an indi- 
gent family the out-patient department 
provides medical service and medical 
social service. Home nursing service 
is provided by a separate organization, 
and financial relief is provided through 
social workers of still another separate 
organization. 

Dr. Nye proposed that all of these 
functions could well be grouped under 
the general direction of the out-pa- 
tient department, which would then 
assume full responsibility for the care 
of the indigent families in a particular 
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neighborhood. Part of the relief funds 
he said, could properly be used fo. 
compensating the physicians providing 
service. 

Effect of Sales Taxes 


In the round table on hospital legis 
lation conducted by Dr. R. C. Buerki, 
Wisconsin General Hospital, Madison, 
an interesting discussion developed on 
sales taxes, processing taxes, auto ac- 
cident legislation, and a code for hos- 
pitals. 

The effect of sales taxes on hospitals 
in Illinois, Michigan, California, New 
York, Mississippi and other states has 
not been made clear. Difficulty usually 
arises in deciding whether the hospital 
is a consumer or a purveyor. The best 
rule at present seems to be to consider 
the hospital as a consumer. It was 
strongly urged that hospitals should 
not try to dodge the tax by asking 
their purveyors to bill them from an- 
other state. Under the processing tax 
hospitals will probably be allowed to 
obtain refunds at least on that part of 
their purchases of cotton and wheat 
products which is used for charitable 
patients. The only safe rule at pres- 
ent is to keep accurate records of all 
purchases. Since hospitals are con- 
sumers they are not required to pay 
the tax on their inventories of cotton 
and wheat products. 

The desirability of hospitals formu- 
lating a code of fair practice was set 
forth by Maurice Dubin, whose arti- 
cle appears elsewhere in this issue. 
His stand was opposed by Richard P. 
Borden and supported by Dr. J. Rollin 
French. In Ohio $0.19 from each auto 
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license tax is paid into a special fund 
to compensate hospitals for care of 
automobile accident cases when the 
hospital has been unable to collect its 
charges. It is possible that hospitals 
with building programs may obtain 
funds from the U. S. Government re- 
payable over a period of thirty years 
with interest at 4 to 5 per cent. 

The committee on veterans’ affairs 
reported, through its chairman, Dr. 
N. W. Faxon, director, Strong Memo- 
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rial Hospital, Rochester, N. Y., that 
the committee had presented the view- 
point of hospitals on the hospitaliza- 
tion of veterans and that all of the rec- 
ommendations of the committee were 
incorporated by the new Congress and 
President Roosevelt in the executive 
orders of April, 1933, for reductions in 
veterans’ costs. 

The committee on workmen’s com- 
pensation and liability insurance, in 
the report presented by F. Stanley 
Howe, director, Orange Memorial Hos- 
pital, Orange, N. J., called attention to 
the “Manual of Information for Hos- 
pital Executives on the Management 
of Insurance Cases.” More than one 
thousand copies of this manual, issued 
last year, have been distributed among 
hospitals and insurance companies. All 
hospitals are urged to use the manual 
extensively as a guide to solving many 
of the difficulties arising in their han- 
dling of all types of insurance prob- 
lems. 

Mr. Howe also mentioned the adop- 
tion of lien laws for the benefit of 
hospitals in several states, and recom- 
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mended action by the American Hospi- 
tal Association in advocating such laws. 

Hospitalization for rural areas, a 
problem that is still puzzling many 
thoughtful students in the United 
States, has been quite satisfactorily 
solved in the western provinces of 
Canada, particularly in Saskatchewan. 
Leonard Shaw, superintendent, Saska- 
toon City Hospital, gave an effective 
description of the plan in use in that 
province. 

There are 64 hospitals in Saskatche- 
wan to which the provincial govern- 
ment gives $0.50 per patient-day of 
service rendered regardless of whether 
or not the patient is able to pay his 
account. In 1932 the grant amounted 
to an average of $10.76 for each pa- 
tient admitted. All government-aided 
hospitals are under the jurisdiction of 
the department of public health and 
must comply with provincial regula- 
tions. These regulations, according to 
Mr. Shaw, have played an important 
part in the standardization and grad- 
ual improvement of hospitals in Sas- 
katchewan. Three tuberculosis sana- 
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toria are supported jointly by the 
cities, towns, villages and rural munic- 
ipalities of the province. Medical and 
hospital service in these sanitoria is 
entirely free to residents. 

Some of the provincially-aided hos- 
pitals are “union hospitals,” built and 
maintained primarily by a group of 
municipalities and their villages and 
towns. This plan has permitted the 
provision of hospital service in the 
more remote rural areas. In these hos- 
pitals free treatment is given to resi- 
dent tax-payers and their dependents. 
Free treatment does not include medi- 
cal fees although many of the munici- 
palities now employ physicians who 
serve residents without charge. 

In the nongovernmental hospital 
schedules of charges are fixed and pa- 
tients are expected to pay if they can. 
If the patient cannot pay, the city, 
town, village or rural municipality in 
which he has resided for the previous 
thirty days may be charged with his 
care at a rate not to exceed $2.50 per 
day. This payment is in addition to 
the $0.50 which is paid by the province. 


Serious Situation in Nursing Is Recognized 


The division on nursing of the 
Council on Community Relations and 
Administrative Practice presented 
through its chairman, Dr. C. W. Mun- 
ger, director, Grasslands Hospital, 
Valhalla, N. Y., a proposed program 
and plan of action for its future work. 
This division has completed arrange- 
ments with the National League of 
Nursing Education whereby that or- 
ganization will appoint a cooperating 
committee of leaders in the nursing 
field to work with the nursing division 
of the council. The division hopes to 
effect a joint approach to hospital ad- 
ministration and organized nursing. 
Numerous failures in obtaining unan- 
imity of opinion between hospitals and 
nursing groups have, in the opinion of 
the division, been due to lack of coop- 
erative effort, if not to directly opposed 
methods. 

Among the tasks the division on 
nursing has set for itself are (1) the 
formulation of standards defining what 
a good nursing service really is and 
(2) consideration of problems in hos- 
pital nursing, nursing education, nurs- 
ing legislation, cost studies of “student 
versus graduates” and graduate nurse 
employment. 

“That the nursing profession has 
been working for recovery and that it 
has received the cooperation of other 
national agencies is illustrated in the 


membership and work of the Grading 
Committee, now in the sixth year of its 
existence,” stated Emilie G. Sargent, 
chairman of the committee on nursing 
distribution of the American Nurses’ 
Association. “Studies made by this 
committee have focused attention on 
such problems as supply and demand 
in nursing, lack of adequately prepared 
nurses for community service and un- 
even geographic distribution of nurses 
in this country. 

“Another evidence of the awareness 
of nurses to the problems of nursing is 
the work and program of the commit- 
tee on distribution of nursing service, 
with its interest in community coun- 
cils, institutional nursing service, 
hourly appointment nursing service, 
rural nursing service and registries. 
The interest of outstanding lay repre- 
sentatives in the community has been 
enlisted through the establishment of 
community councils. Improvements in 
the nursing service available to hospi- 
tal patients are being achieved through 
the organization of graduate staff as 
well as the employment of three eight- 
hour special duty nurses in place of two 
on a twelve-hour basis. 

“Reports of studies on hourly ap- 
pointment and rural nursing services 
will be released in the near future,” 
Miss Sargent promised. “The nurse 
registry represents the largest group 


of nurses in the profession—the pri- 
vate duty nurses. This group needs 
the help and cooperation of hospital 
executives perhaps more than any 
other, especially in cities dominated by 
the commercial type of agency.” 
Supplying nurses is neither the busi- 
ness of a profession norof acommercial 
agency but is a joint community enter- 
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prise, Miss Sargent stated. Hospitals 
can do much to effect the evolution of 
the registry into a community nursing 
bureau and to obliterate the commer- 
cial agency. Hospitals should be inter- 
ested in the standards and rules of reg- 
istries and hospital administrators 
would be valuable members of registry 
committees. 

Robert E. Neff, University of Iowa 
Hospitals, Iowa City, Iowa, discussed 
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the question of nursing education from 
the standpoint of the hospital adminis- 
trator. He said that the hospital should 
not exploit the student nurse, nor 
should the student expect to gain an 
education for a profession without cost 
to herself, either by giving her serv- 
ices, by the payment of fees or by a 
portion of each. Mr. Neff’s paper will 
be published in full in an early issue 
of The MODERN HOsPITAL. 

Elnora E. Thomson, president, 
American Nurses’ Association, said 
that the “blanket code” does not apply 
to nurses, and read the recommenda- 
tions relative to nursing and the Na- 
tional Recovery Act adopted by the 
board of directors of the A. N. A. 

“The day may not be far away,” ac- 
cording to Dr. C. S. Woods, superin- 
tendent, St. Luke’s Hospital, Cleve- 
land, “when hospitals will not conduct 
a preliminary period of instruction but 
will admit student nurses directly to 
the clinical work from colleges and 
universities which give the fundamen- 
tal courses. When that day comes the 
student will pay not only the tuition 
but the cost of maintenance.” 

Doctor Woods pointed out that an 


Technical Problems Elicit Free 


The committee on simplification and 
standardization of hospital supplies 
was seriously hampered in its work by 
the financial depression and by the 
radical curtailment of the work of the 
U. S. Bureau of Standards. The 
bureau was able to complete three tests 
for the committee. A test on rubber 
sheeting disclosed that only six of 
thirty-nine samples submitted met all 
the requirements. Five out of fourteen 
rubber gloves submitted failed in one 
or more tests. In the test on latex 
gloves five out of nine samples failed. 

“These reports indicate,” the com- 
mittee stated, “that to a large extent 
the rubber gloves and rubber sheeting 
which hospitals are using are not of 
high quality when compared with the 
commercial standards adopted for 
these articles by the American Hospital 
Association in 1932.” 

Since practically all of the personnel 
of the Bureau of Standards in the divi- 
sions which test hospital supplies have 
been dropped from the service, the 
committee recommended that the 
American Hospital Association should 
set up a “substantial, aggressive test- 
ing and standardizing laboratory” 
comparable to the chemical laboratory 
of the American Medical Association. 

The committee on hospital planning 
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increasing number of institutions now 
charge tuition, while most institutions 
charge the cost of maintenance of the 
student to operating costs. He ques- 
tioned the propriety of including main- 
tenance in the per capita per diem 
cost which the patient is asked to pay, 
since in many instances these prelimi- 





Emilie G. Sargent. 


nary student nurses render no service 
whatever to the patient. 

“Concerted action on the part of 
hospitals in any community will prob- 
ably be necessary in order to abolish 
the present practice of including in the 


and equipment, whose report was pre- 
sented by Dr. Lucius R. Wilson, of- 
fered practical suggestions on recon- 
ditioning present units at minimum 
expense. Consideration was also given 
to maintenance costs and to comfort 
of patients and employees. 
Installation of new flooring of a soft 
material, of sound absorbent material 





Lee C. Gammiill. 


on the ceiling or of cubicle partitions, 
it was suggested, might convert an 
almost uninhabitable floor into a serv- 
iceable unit. The committee’s discus- 
sion of equipment was chiefly concerned 
with repair or replacement of old ap- 
paratus for efficiency and economy. 
“Obsolete laundry equipment,” the 
report pointed out, “is expensive both 
in linen destruction and power con- 
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operating costs of the hospital the cost 
of maintenance of this class of stu- 
dents,”” Doctor Woods concluded. 

That the country girl or the daugh- 
ter of the mechanic may pay for her 
nursing education in time and not in 
money is an idea that must not be lost 
sight of, Dr. Frederic A. Washburn, 
Massachusetts General Hospital, Bos- 
ton, said in discussing Doctor Woods’ 
paper. In the last class there were ten 
or fifteen girls who could not raise the 
$50 tuition fee for the preliminary 
course at Massachusetts General, he 
said, and they were allowed to enter 
without it. 

The chairman asked for a show of 
hands on how many schools of nursing 
represented charged the preliminary 
students’ fees. Practically all the 
schools charged something. Only six- 
teen or eighteen charged $50 or more. 

Adda Eldredge, director, Bureau of 
Nursing Education for Wisconsin, de- 
scribed the efforts in that state to ob- 
tain a unified program of charges for 
student nurses. 

Dorothy Rogers, superintendent of 
nurses, Sealy Hospital, Galveston, 
Tex., presided at the nursing section. 


Discussion 


sumption. New fire boxes and stokers 
for the power plant will soon pay for 
themselves. Welding machines, paint 
spray machines, lathes and similar 
pieces of equipment in the mechanical 
department enable the hospital to do 
much of its repair work and save cost. 
Modern equipment in the kitchen saves 
labor and food. Obsolete apparatus 
used in caring for patients is unsatis- 
factory and does not give the best 
results.” 

Good results in the hospital laundry 
depend upon the intelligent use of 
laundry supplies that have been proved 
scientifically valuable, according to 
W. A. Reinhard, Laundryowners Na- 
tional Association of the United States 
and Canada. Knowledge of what 
causes hard water and how to soften 
it, careful use of a tested bleach, use of 
the correct quantity of sours and an 
economical washing formula are essen- 
tial factors in maintaining a successful 
hospital laundry. 

Efficient production means produc- 
ing the greatest possible output of the 
highest quality work at the lowest pos- 
sible cost, Mr. Reinhard stated. To 
achieve efficient production, real 
thought must be given to plant layout, 
care and condition of machinery and 
fair and just treatment of employees. 
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Research has proved that complete 
sterilization of laundry work is ac- 
complished by the adherence to estab- 
lished standards of laundry practice. 

The manufacture of cotton fabrics 
was described in an interesting address 
by Prof. Arthur A. Stewart, head cf 
finishing department, Lowell Textile 
Institute, Lowell, Mass. Prof. Stewart 
confined his talk largely to a descrip- 
tion of the processes used in producing 
various types and grades of cotton 
sheeting. 

He pointed out that a cotton fabric 
below a forty count is not economical 
in the long run, as it does not have 
sufficient strength to withstand re- 
peated laundering. Strength, he said, 
is the most important quality to look 
for in purchasing sheeting. Professor 
Stewart said that before purchasing 
sheeting or other cotton fabrics it is 
advisable to send the material to a test- 
ing laboratory in order to determine 
its exact qualities. 


Recommendations on Clinical Records 


A comprehensive report on clinical 
records was presented by the commit- 
tee on this subject under the chairman- 
ship of Dr. Walter E. List, Jewish 
Hospital, Cincinnati. Specimen rec- 
ords for the out-patient department 
and the general history of the patient 
were presented, as well as a discussion 
of the use of these records. 

The committee recommends that the 
general history of the patient contain 
the following information in this or- 
der: (1) identification data, (2) com- 
plaint, (3) family history, (4) past 
history, (5) history of present illness, 
(6) physical examination, (7) special 
examinations, (8) provisional diag- 
nosis, (9) treatment, medical or surgi- 
cal, (10) pathologist’s report, (11) 
progress notes, (12) condition on dis- 
charge, (13) final diagnosis, (14) fol- 
low-up record, (15) autopsy report 
when available. 

In hospitals where systematized con- 
trol of records can be obtained, the 
committee recommends that a blank 
form be used following the order given 
above, the various points being under- 
lined for clarity. In other hospitals 
the committee recommends the use of 
printed forms. 

For the out-patient department the 
committee not only recommended 
forms but also a proper system of ad- 
mission and discharge of new patients 
and general considerations regarding 
the medical records office. 

Dr. B. C. MacLean, superintendent, 
Touro Infirmary, New Orleans, and 
chairman, Division on Accounting of 
the Council on Community Relations 
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and Administrative Practice, pre- 
sented the report of his committee. 

“It is doubtful,” Doctor MacLean 
stated, “if any business comparable in 
size and importance to the hospitals of 
this country would tolerate such a 
chaos of accounting peculiarities as 
exists today in our institutions. Indi- 
vidualism has run rampant and the 
smug complacency of administrators, 
combined with the apathetic attitude 
of boards of trustees, has made almost 
impossible the intelligent appraisal of 
a hospital balance sheet and state- 
ment of financial operations. 

“During the past few years, how- 
ever,” Doctor MacLean said, “the pub- 
lic and the organizations which repre- 
sent the public have become more criti- 
cal of the vagaries of hospital finance 
and they have also become more artic- 
ulate in their demands for more 
definite details of income and expense 
in the institutions which serve them. 
They are not content to believe that 
charity should cover a multitude of ac- 
counting sins and are more and more 
insistent that a hospital, while not a 
business, must at least be run in a 
businesslike manner.” 

The Division on Accounting ad- 
vanced the opinion that an acceptable 
system of statistics and accounting for 
hospitals should be simple, elastic, 
based upon hospital organization, ar- 
ranged to facilitate the apportionment 
of income and expense to the various 
professional services and accompanied 
by a budget system which predicts and 
fixes administrative responsibility for 
financial transactions. 

The needs of small hospitals must 
receive full consideration, the report 
emphasized, and any proposed system 
should be capable of expansion and 
consequent adaptability to larger in- 
stitutions. 


Obtaining Medical Statistics 


The central medical statistical bu- 
reau of the New York City department 
of hospitals is a clearing house for 
data represented by the case histories 
of all in-patients of the twenty-six 
hospitals administered by the City of 
New York. It was established, accord- 
ing to Dr. Caroline R. Martin, New 
York City, to simplify research and 
to obtain medical statistics on a quan- 
titative as well as on a qualitative 
basis. The preparatory work included 
adoption of a standard guide for the 
making of physical examinations and 
the writing of clinical histories; use 
of a standardized nomenclature; the 
installation of a modified unit history 
system; the training of graduate 
nurses as historians, and the develop- 
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ment of codes to permit the use of a 
mechanical cross index. 

Practical problems met daily by so- 
cial workers occupied attention at the 
social service section. The experiences 
of various departments in widely sep- 
arated parts of the country, especially 
with regard to problems mutual to so- 
cial service directors, clinic executives 
and hospital administrators, had been 
gathered through a questionnaire sent 
to sixty institutions, including munici- 
pal, county, state and private hospitals. 
Forty-eight replies were received, 
twenty-one from public and twenty- 
seven from private institutions. 


Data on Social Workers’ Problems 


The information assembled in this 
and other ways was put before the 
social group by Mrs. Babette Jennings, 
Children’s Memorial Hospital, Chi- 
cago, Mrs. Lucille M. Smith, super- 
visor of medical services, Cook County 
Bureau of Public Welfare, Chicago, 
William L. Coffey, Milwaukee County 
Institutions, Wauwatosa, Wis., and 
Bess Glassman, Jewish Hospital, St. 
Louis. A detailed picture was pre- 
sented of what has been happening in 
various communities. There was found 
to be a large increase in the load of 
free patients. “Free” clinics reported 
a change in the type of patients at- 
tending, a large number of college 
graduates now being treated—the 
“new poor.” 

The situation in practically all com- 
munities demanded greater financial 
support, which was obtained by alloca- 
tion of community, municipal or state 
funds to individual institutions. Pri- 
vate medical agencies supplemented in- 
come with grants of public monies or 
allotments from community funds. 
Some of these agencies were refusing 
city, county and township patients un- 
less payment was authorized by proper 
authorities. Yet the amount of free 
work done has been out of proportion 
to the increase in clinical facilities. 

To meet the situation some clinics 
curtailed certain clinical activities, 
eliminating routine health examina- 
tions and examinations for child place- 
ment and discontinued educative, pre- 
ventive and health clinics. Other 
methods included limitation of pa- 
tient’s stay, reduction of employees, 
elimination of vacation relief with pay 
and salary cuts. 

The overload of free patients has 
called for limitation of intake. Three 
general methods have been adopted: 
(1) arbitrary restriction, (2) develop- 
ment of social admitting, (3) establish- 
ment of special clinics, chiefly for ma- 
ternity service, venereal disease, free 
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dental care and free tonsil and adenoid 
operations. 

In free service, the problem of free 
drugs had to be met, as well as free 
medical relief, such as braces, trusses, 
glasses, special diets. Few hospitals or 
clinics are now able to provide full 
free medical service of this type. When 
free drugs are provided the cost must 
be met by special funds. 

It was found that a wholesome rela- 
tion between the private doctor and 
the medical agency has developed in 
this depression era, the confidence of 
the medical profession having been 
gained and the medical societies drawn 
into plans for meeting community 
health problems. 

That social service is preeminently 
needed in children’s hospitals was 
brought out by Theodate Soule, pedi- 
atric service, Washington University 
Clinic, St. Louis. She emphasized that 
the social worker must work closely 
with the medical staff and must strive 
to influence the attitude of the child so 
as to safeguard medical care and pre- 
vent a relapse. She must supplement 
the instructions given the family by 
the doctor and help them to adapt 
the home to the care of the sick child. 





In Detroit a plan has been prepared 
by the Wayne County Medical Society 
for keeping patients out of free clinics, 
according to a paper prepared by Dr. 
Stewart Hamilton, Harper Hospital, 
and read by his assistant, Dr. Langdon 
Crane. 

Under this plan patients needing 
medical service apply to the society 
and after social service investigation 
are rated as full-pay, free or a certain 
percentage of the normal fees. The 
patient then returns to his family doc- 
tor or is referred to a neighborhood 
doctor who treats him and charges 
according to the rating. About one- 
third of the members of the medical 
society have agreed to the plan. 
Chronic patients are sent to clinics. 
The health department is also trying 
to support the private practice of 
physicians, according to Doctor Ham- 
ilton. 

Patients are referred to private doc- 
tors for toxin-antitoxin, examinations 
of school children, home delivery of 
obstetrical cases and venereal disease 
cases in certain areas. The health de- 
partment does the public education and 
the physician obtains the business. As 
is customary in describing the Detroit 
plan, no data were given on the relative 
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The speaker said that the social 
worker can make a valuable contribu- 
tion to the administrative work of the 
hospital when she serves as admitting 
officer. Her skill in interviewing makes 
the process less painful than when it is 
done by one not trained in social work. 

It was appropriate that Dr. Frederic 
A. Washburn, who has announced his 
retirement as director, Massachusetts 
General Hospital, Boston, after a long 
period of distinguished service, should 
talk on “The Humanity of a Hospital.” 
Few men have shown more concern 
than has Doctor Washburn with mak- 
ing the hospital a human as well as a 
humane institution. 

“First and most important,” Doctor 
Washburn said, “‘there must be a spirit 
of service among the personnel. In 
older hospitals this is traditional and 
has been handed down from generation 
to generation. Selfishness, greed and 
politics must be eliminated and every- 
one must pull for the hospital and for 
the good of the patients. This seems 
to outsiders, perhaps, to be a Utopian 
vision but to us who spend our lives in 
hospitals we know it is the rule, not 
the exception.” 

Doctor Washburn urged a library as 


Solutions Proffered on Medical Relations Problems 


cost to the health department of this 
procedure. Doctor Hamilton’s paper 
closed with a plea for the payment of 
physicians for their clinic service. 

Funds for paying clinic physicians 
can come only from three sources, ac- 
cording to Michael M. Davis, Julius 
Rosenwald Fund. These are: endow- 
ments and other gifts, taxes or pay- 
ments from patients. The first two do 
not offer much hope at present, Mr. 
Davis said. The last is more hopeful 
if put on an insurance basis. 

The long standing controversy about 
open versus closed staffs can best be 
settled by a compromise, in the opinion 
of Dr. A. K. Haywood, superintendent, 
Vancouver General Hospital, Van- 
couver, B. C. Doctor Haywood de- 
scribed an experiment conducted by his 
hospital which prior to 1930 was an 
open hospital in the fullest sense. In 
that year the staff organization was 
completely changed by the board of di- 
rectors. The staff was divided into 
three groups—consulting, visiting and 
attending. A staff qualifications com- 
mittee was established and a compre- 
hensive set of rules for the professional 
work of the hospital was compiled. All 
charity patients were placed in charge 
of the attending staff; those patients 











a method of extending hospitality to 
patients, as a valuable therapeutic 
agent in some cases and as an aid in 
maintaining employees’ morale. 

Assuring good sleep to patients is 
important both physiologically and 
psychologically, according to Donald 
A. Laird, Colgate University, Hamil- 
ton, N. Y. The qualitative aspect of 
sleep is often overlooked. Tests show, 
however, that the quality of sleep is 
more important in overcoming fatigue 
than is the number of hours in bed. 

To assure good sleep, Doctor Laird 
made the following suggestions: (1) 
make the hospital room resemble as 
much as possible a home bedroom; (2) 
place as little restriction as possible 
upon the patient’s movements during 
sleep; (3) use beds that are wide 
enough so that patients will not be ap- 
prehensive of falling out, with mat- 
tresses yielding enough so that they 
take the shape of the body; (4) use 
dark, cheerful wall colors, opaque win- 
dow shades and folding screens to pro- 
tect the patient from morning light, 
and (5) consider the desirability of a 
light meal before retiring to avoid the 
hunger contractions that come from an 
empty stomach. 





who can pay public ward rates or more 
were left in charge of their private 
physicians who constitute the visiting 
staff. 

The effects of this change, accord- 
ing to Doctor Haywood, have been 
better teaching of nurses and interns, 
less interruption of nursing service by 
doctors on the wards, shorter length of 
stay of patients and more use of the 
out-patient department, better medical 
service as evidenced by decreased death 
rates, especially maternal deaths, and 
by increased postmortem ratios. 

A vigorous plea for hospitals to find 
some way of opening their staffs to all 
the practicing physicians of the com- 
munity was voiced by Dr. Walter S. 
Goodale, Buffalo City Hospital. A poor 
doctor is not going to be improved by 
having the door of hospital opportunity 
closed in his face, Dr. Goodale main- 
tained. He followed with an attack 
on free and pay clinics, particularly 
the Cornell Clinic. Doctor Goodale 
then described the system at the Buf- 
falo City Hospital, which, he said, 
cooperates rather than competes with 
the medical profession. 

“Consultation service to the physi- 
cian with his poor patient and to the 
social agency with its family in trouble 
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will round out the hospital’s sphere of 
activity and further prove its useful- 
ness to the community that supports 
it,” said Dr. Samuel Bradbury, med- 
ical director, out-patient department, 
Pennsylvania Hospital, Philadelphia. 

As special types of care have cen- 
tered in the hospitals, the family phy- 
sician has been more and more ex- 
cluded from hospital experience, Doc- 
tor Bradbury pointed out. In about 80 
per cent of his daily contacts the fam- 
ily physician needs no assistance, but 
of the other 20 per cent, some pa- 
tients need hospital bed care, some 
require the technical skill of the spe- 
cialist and many others need the 
elucidation of some questionable point 
before proper care may be continued 
by the family physician. If the physi- 
cian’s patients are poor he has diffi- 
culty in obtaining the necessary ex- 
aminations. 

Doctor Bradbury outlined a plan 
whereby hospital out-patient depart- 
ments would accept such patients upon 
a consultative basis. They would be 
received only for diagnosis. They 
would be examined by staff physicians 
and would have done, as ordered by 


THE MODERN HOSPITAL 


staff physicians, only the laboratory 
work necessary to make clear the diag- 
nosis. Examination and discharge 
would be as expeditious as possible. 
A particular staff physician would 
be in charge of each case. He would 
make the initial examination, direct all 
other examinations, both professional 
and laboratory, make the final sum- 
mary and communicate with the refer- 
ring physician when the patient was 
discharged. 

“The cost of such a service would in 
the end be a charge upon the com- 
munity,” Doctor Bradbury said, “but 
it would appear to be an entirely legit- 
imate expenditure of community funds 
provided the patient is unable other- 
wise to obtain a similar service at a 
cost which he may meet.” 

The report of the committee on 
autopsies this year embodied a report 
by the autopsy committee of the Na- 
tional Funeral Directors Association 
suggesting various ways in which the 
pathologist may cooperate with the 
funeral director. Such cooperation will 
undoubtedly make funeral directors 
more willing to assist hospitals in ob- 
taining permission for autopsies. 





Social Workers Hold Two Special Meetings 


In addition to the opening meeting 
of social workers held in conjunction 
with the A. H. A. two special meetings 
were held. The first was a luncheon 
with an attendance of about sixty-five. 

The subject under discussion was 
“How Do We Divide Responsibility Be- 
tween the Hospital Social Workers and 
the Community Social Workers?” The- 
odate Soule, head social worker, pedi- 
atric service, Washington University 
Clinics and Allied Hospitals, St. Louis, 
presented the subject from the stand- 
point of the medical social worker. She 
pointed out that any division of re- 
sponsibility presupposes a clear defini- 
tion of that responsibility, and a 
thoughtful study of the resources of 
the community under consideration. 

Miss Soule discussed hospital poli- 
cies relative to the giving of relief. 
She described the practice in St. Louis 
and other cities where material relief 
is given by the departments of social 
work in the hospitals. 

Mrs. Edward J. Lewis, director, un- 
employment relief service, Cook County 
Bureau of Public Welfare, Chicago, 
discussed the subject from the stand- 
point of the family social worker. She 
emphasized the importance of joint 
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thinking and planning. Joint meetings 
of the medical social workers and the 
relief workers have helped to solve 
many problems, according to Mrs. 
Lewis. Beginning October 1, there will 
be a medical social worker in each of 
the eighteen relief stations in Chicago. 

Following this luncheon meeting the 
group attended a round table discus- 
sion led by Ruth Emerson, director, 
social service department, University 
of Chicago Clinics, which proved prof- 
itable and interesting. The general 
subject was “The Social Worker’s Ap- 
proach to the Medical Field.” Repre- 
sentatives of the Milwaukee social 
agencies were invited to attend and 
participate in the discussion. . This 
meeting, too, was a presentation of 
various local experiments evolved to 
improve relations between social agen- 
cies and the medical field. 

The repeated consideration of the 
hospital as a community agent and the 
development of plans and programs for 
the better interpretation of the hospi- 
tal to the community were of special 
interest to those present. Visits to the 
Milwaukee Children’s Hospital and the 
Convalescent Home were arranged by 
the superintendent of the hospital. 
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A. O. T. Association 
Holds Annual Meeting 


The seventeenth annual meeting of 
the American Occupational Therapy 
Association was held in Milwaukee in 
conjunction with the convention of the 
A. H. A. 

Dr. Joseph C. Doane, Jewish Hospi- 
tal, Philadelphia, president of the 
association, presided at the opening 
meeting and introduced the various 
speakers who included Dr. Bert W. 
Caldwell, executive secretary, Ameri- 
can Hospital Association, who extended 
greetings from the national associa- 
tion, and Mrs. H. M. Dowsett, Queen’s 
Hospital, Honolulu, who described the 
development of treatment by occupa- 
tion in that institution. A paper by 
William J. Ellis, commissioner, state 
of New Jersey, Department Institu- 
tions and Agencies, on the importance 
of occupational therapy in institutional 
management was read and Dr. Harry 
J. Kefauver, chief, occupational ther- 
apy and physiotherapy subdivision, 
medical and hospital service, Veterans 
Administration, Washington, Dl. C., 
also spoke. 

In his address to the association Doc- 
tor Doane urged that the organization 
make a more active effort to sell occu- 
pational therapy to the hospital, the 
physician and the public and extend the 
scope of its work through a council of 
public relations. Following the ses- 
sions of the opening day, the visiting 
members had arranged for them excur- 
sions to various institutions through- 
out the community where they studied 
occupational therapy activities. 





Hospital Day Celebrated 
at Chicago World's Fair 


An outstanding event in the public 
relations program of the American 
Hospital Association was Hospital 
Day at A Century of Progress Expo- 
sition, sponsored by the Chicago Hos- 
pital Association on September 16. The 
affair was attended by many delegates 
from the A. H. A. convention. 

The high point of the day’s pro- 
gram was a large public meeting in 
the court of the Hall of Science. All 
of the 15,000 seats in the court were 
taken and a large number of people 
stood to hear the program. A chorus 
of 1,000 nurses in uniform made a 
striking background on the stage. 
Addresses were made by Dr. N. W. 
Faxon, president of the A. H. A., Edna 
L. Foley, Chicago Visiting Nurses’ 
Association, and Robert Jolly, presi- 
dent-elect of the A. H. A. 
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New Equipment Seen at the 
Milwaukee Convention 


By RAYMOND P. SLOAN 


Associate Editor, The MODERN HOSPITAL 


IDE variety in hospital 
equipment was to be found 
in 175 exhibits lined up for 


the inspection of visitors. These ex- 
hibits were made the more interesting 
through the introduction of effective 
displays by which the manufacturers 
sought to illustrate the particular mer- 
its of each individual product. More 
strictly educational in character were 
the spaces devoted to the activities of 
the different medical and hospital as 
sociations depicting new services in 
keeping abreast of modern trends. 

Everything from an amazing assort- 
ment of fruit beverages to the most 
modern type of operating table was 
disclosed. Looking down the line, all 
manner of interesting devices were to 
be found—renewable edge scissors, a 
new type of necropsy table, a bedside 
lamp that completely protects the pa- 
tient from glare, a dressing sterilizer 
with brand new features, a fully 
equipped dressing cart that can be 
wheeled down the wards and with 
which minor operations may be accom- 
plished and several important new de- 
velopments in anesthesia gas and blood 
transfusion outfits. 


Many New Lines Noted 


The new dressing sterilizer possesses 
several points that mark it for future 
attention. It has a new thermal sterile 
indicator, a noncorrosive metal cham- 
ber and steam jacket tested 100 pounds 
pressure in chamber, a solid nickel- 
bronze end frame door and hinge, heat 
treated stainless steel locking arms, 
improved steam distribution, simplified 
carriage and sanitary solid nickel- 
bronze floor flanges. On display along- 
side it was a new method for filtering 
sterile water. 

There was also on view a necropsy 
table constructed throughout from 
noncorrosive metal except for the sup- 
porting structure. Its shapely, sloping 
bottom with well rounded corners, from 
the head end to the drainage outlet at 
the foot, is constantly flushed during 
necropsy by a film of cold water which 
covers the entire bottom surface. The 
specimen is so supported that all fluids 
flow without obstruction directly into 
this film of water. An attached flexible 





hose provides ideal facilities for wash- 
ing the specimen or the entire table 
with either hot or cold water. A sepa- 
rated section of the sink is provided in 
which smaller specimens may be pre- 
served for later dissection. 

Direct blood transfusions are becom- 
ing more and more popular. There 
have been developed in the hospital 
field a number of splendid apparatuses 
that obviate the cumbersome use of 
syringes and the citration of blood ex- 
cept in those instances where the recip- 
ient and the donor cannot be brought 
together. 


Instruments Greatly Improved 


One of the newest of these consists 
of luer’s syringes with glass nipples 
and inside grooves with a standard into 
which the syringes fit. By the mere 
withdrawal of the piston this appar- 
atus removes blood from the donor, 
and by the turning of the piston it 
directs the current into the veins of 
the recipient. The apparatus has as its 
particular advantages simplicity and 
economy. 

Important new developments in 
casters and floor protection equipment 
were evidenced in a self-expanding top 
for a caster that fits any socket, 

Modern refrigerating methods are 
bringing about all manner of improve- 
ments in hospital equipment. An oxy- 
gen tent in which electric refrigeration 
is substituted for ice not only has the 
advantage of eliminating the annoy- 
ance of handling the ice itself but 
serves a twofold purpose in that the 
same machine can be used for air cool- 
ing any room. Also found in this same 
exhibit was a new recording basal 
metabolism machine that is compact, 
noiseless and light in weight. This ma- 
chine simplifies the technique of me- 
tabolism ratings. 

Instruments, it seems, have under- 
gone interesting changes during the 
year. A hypodermic needle made of a 
new shock resisting glass was shown. 
Lying alongside it was a new rust- 
proof needle with square, stiff shank 
which was not brittle. These needles 
are put up in a new form of packaging 
that reduces the cost materially. 

Steps have been taken to eliminate 
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the need for constantly regrinding 
scissors. All that is necessary now, it 
appears, is to replace dulled edges 
quickly with new keen edges. 

Drainage tubing has also been the 
subject of experiments. The result is 
found in a calibrated drainage tubing 
in which the dimensional marks are an 
integral part of the tubing. Gloves, 
too, have received new treatment in 
that they are dermatized—given skin- 
like applications that provide a rough- 
ened surface with nonslip qualities. 

A lamp shade constructed of metal 
and consisting of top, bottom and four 
sides promises to solve the difficulties 
of a practical night lamp. Each side 
has windows with adjustable shutters 
on the inside. 

Much attention has been given the 
subject of food and its preparation. 
The results of this research and study 
were plainly seen throughout the ex- 
hibit. The latest types of ranges were 
on view, as well as other equipment 
designed to contribute to lower cost 
and greater efficiency. It is reported 
that these insulated ranges will save 
30 per cent of the gas. 

There is a new machine, it appears, 
by which it is possible to whip cream 
merely by pressing a button. At the 
bottom of the container are aerating 
discs held firmly in place by the center 
stem. Each disc is scored on both sides 
with many tiny grooves or “air tracks.” 
Through these the motor driven com- 
pressor in the base forces thousands 
of minute air bubbles. These bubbles, 
rising through the cream, separate the 
butterfat particles, thoroughly whip- 
ping the cream by air. In this same 
exhibit was an electric ball bearing 
coffee mill that provides sixteen dif- 
ferent grades of grind. 


New Method of Fire Protection 


Fire protection is rapidly coming to 
be regarded as a necessity, particu- 
larly in older buildings which do not 
possess the advantages of modern con- 
struction. One system that is easily 
installed and comparatively inexpen- 
sive was exhibited to the satisfaction 
of many visitors. This can be plugged 
into any conveniently placed standard 
socket and operated on 115 volts, 60 
cycles A.C. It incorporates the “rate 
of rise” principle for speed in detect- 
ing fire and the “fixed thermostatic” 
principle for safety. The first feature 
means that a rate of temperature rise 
of from 15° to 20° F. a minute for sev- 
eral minutes will sound an alarm al- 
most instantaneously while the fire is 
in its early stages. The “fixed ther- 
mostatic” principle acts as a monitor 
over the “rate of rise” feature. 
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A serious operation—nurses, assistants on tiptoe—the surgeon 
working deftly, swiftly. Under the nervous strain great beads 
of perspiration gather on his forehead, cluster together into 
drops that trickle, trickle down —‘’’Wipe my face, Nurse! “* 


Yes, quickly, wipe his face. Split seconds hold the destiny 
of a life. Give him all the comfort, all the help possible. 
Avoid discomfort —little irritations. 


Enough the normal heat of an operating room. Give hima cool 
light. Give him an American Light, for it is not only cool, it has 
the soft edged light field, color correction and deeper incision 
penetration. It is scientifically correct. It provides greater 


comfort, conserves energy, makes possible greater accuracy. 
American Surgical Lamps are available in Major units, Minor 
units, “O B”, Spotlight and Emergency units. We shall ap- 
preciate an opportunity to give you the whole story of these 
remarkable lamps. 


AMERICAN SURGICAL LAMP COMPANY 


104 E. Mason Street Milwaukee, Wisconsin 
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COOL! Tests indicate that the American Light does 
not raise temperature more than one degree at any 
point between operating table and the light itself 
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IVELY discussions on a wide vari- 
Lo« of hospital topics character- 
ized the convention of the 
American Protestant Hospital Asso- 
ciation held September 8 to 11 in 
Milwaukee. 

The destinies of the association for 
the new year will be guided by C. S. 
Pitcher, Philadelphia, who took office 
as president; Rev. Charles C. Jarrell, 
general hospital board, Methodist 
Episcopal Church South, Atlanta, Ga., 
who was named president-elect; John 
H. Olsen, Richmond Memorial Hospi- 
tal, Prince Bay, Staten Island, N. Y., 
who was re-elected vice president; Rev. 
Frank C. English, Cincinnati, who was 
elected to his fourteenth year as secre- 
tary, and Albert G. Hahn, Protestant 
Deaconess Hospital, Evansville, Ind., 
who was chosen treasurer. The new 
trustees are Rev. Clinton F. Smith, 
Allen Memorial Hospital, Waterloo, 
Iowa, Rev. L. M. Riley, Wesley Hos- 
pital, Wichita, Kan., and Carolyn E. 
Davis, Good Samaritan Hospital, Port- 
land, Ore. 


Mr. Pitcher Conducts Symposium 


The convention opened on Friday 
afternoon with devotions conducted by 
Rev. Paul Wendt, Evangelical Dea- 
coness Hospital, Milwaukee. This was 
followed by a symposium conducted by 
Mr. Pitcher on the value to the public 
of scientific progress of hospitals. In 
the symposium Mr. Olsen recounted in 
graphic style the medical discoveries 
that have brought hospital service to 
its present state. Benjamin S. Hubbell, 
architect, Cleveland, urged that the 
idea of an annual health examination 
should be extended to hospital build- 
ings. The physical plant, he main- 
tained, should be agreeable to all of 
the senses of the patients and em- 
ployees and should be efficiently 
adapted to the work it is designed to 
house. As a part of his paper Mr. 
Hubbell gave a set of rules regarding 
the maternity service that have been 
developed in Cleveland. These rules 
will be included in an article by Dr. 
A. J. Skeel, to appear in an early issue 
of The MODERN HOSPITAL. 

J. Dewey Lutes, Ravenswood Hospi- 
tal, Chicago, presented a report on 
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Practical Topics Feature Sessions at 
Protestant Meeting 


hospital occupancy which disclosed the 
extent to which occupancy rates of 
voluntary hospitals dropped in 1932 
while the rates in governmental hos- 
pitals continued to increase. Mr. Lutes 
also read in full a bitingly sarcastic ar- 
ticle on hospitals that appeared in the 
September issue of the American Mer- 
cury under the signature of Dr. Morris 
Fishbein. The article indicates a sur- 
prising antagonism toward hospitals 
on the part of the editor of the Journal 
of the American Medical Association. 
Paul Fesler, Wesley Memorial Hospi- 
tal, Chicago, in a paper on public rela- 
tions, urged hospitals to cultivate 
friendly relations with the physicians 
on their staffs, with their church affil- 
iations, with their fellow superintend- 
ents in public hospitals, and with their 
nurse alumnae. The article in the 
Christian Herald entitled “God Rides 
the Ambulance” is, Mr. Fesler stated, 
a very fine piece of hospital publicity. 

In a round table on economies con- 
ducted by E. E. King, Missouri Baptist 
Hospital, St. Louis, a large number of 
practical suggestions were made. Some 
of them were: educate personnel to 
assist in economy, discount bills 
monthly, purchase a good quality of 





Rev. Charles C. Jarrell. 


merchandise on quarterly bids, use a 
number of small refrigerating units 
instead of one large one, use the cor- 
ners of envelopes from incoming mail 
instead of purchasing small envelopes 
for pills, use discarded forms for 
scratch pads, sell alcohol bottles to the 
local hardware store, ask the staff to 
handle rubber gloves with care and not 
to use excessive amounts of adhesive, 
and have the purchasing of laboratory 
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and x-ray equipment done by those who 
are qualified to judge quality. Other 
suggestions were: hold a monthly con- 
ference of all employees and show 
them what each department is costing 
in comparison to previous months, at 
these meetings have a nurse read a 
paper on some subject related to hos- 
pital costs. 


How to Economize Further 


Other suggestions made were: depu- 
tize someone in each department to 
look after the economies in that de- 
partment, have a competent accountant 
who will establish personal contact 
with each of the departments, if pos- 
sible close the laundry and the surgical 
supply room on two days a week, thus 
avoiding the need for high pressure 
steam on those days, select the fuel 
which is best suited to the particular 
plant, if occupancy is low close one or 
more of the elevators and dumb-wait- 
ers, at least during certain seasons, 
watch electric rates carefully and be 
sure that you are obtaining the lowest 
rate offered, use the developing solu- 
tions in the x-ray department ten days 
or two weeks instead of only one week 
when the department is not busy, 
check the elevators to see whether a 
change can be effected to reduce the 
cost of operation, establish the ex- 
change system on supplies, and manu- 
facture your own drugs. 

One participant in the round table 
challenged the whole group of sugges- 
tions stating that the essential basis 
of hospital success was getting the 
best doctors and keeping them satisfied 
with the hospital service. 

Probably the most interesting round 
table of the meeting was that con- 
ducted by Robert Jolly, Memorial Hos- 
pital, Houston, Tex., and devoted to 
group hospitalization. A. M. Calvin, 
Midway and Mounds Park Hospitals, 
St. Paul, opened the discussion with a 
description of the St. Paul plan. Ac- 
tual selling of subscriptions began 
June 1 of this year, he stated. By 
August 1, 635 subscribers were en- 
rolled. The plan was presented to the 
county and state medical societies 
which neither approved or condemned 
it. Minneapolis hospitals, according to 
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All Hospitals NEED THIS REMARKABLE 
KITCHEN MACHINE —AND IT’S LOW IN COST 











The Colander 
(above) presses 
foods—apples, cran- 
berries, prunes, 
spinach, beans and 
other fruits and veg- 
etables. It separates 
seeds, pits and fi- 
brous contents. In- 
valuable for special 
diets. 


The Ice Crusher 
(left) has utility 
both inthe kitchen 
and also for ice 
packs. It has gen- 
erous volume and 
will serve large, 
as well as small 
needs. 


The Fruit Juice Ex- 
tractor (left) can 
be used for or- 
anges, lemons, 
grapefruit. It is 
efficient and 
speedy. The at- 
tachment, like all 
others, snaps in- 
stantly into place 
and is easily 
cleaned. 






















MIXER 
HEAD 


The Mixer Head is de- 
tachable instantly — an 
exclusive feature that 
greatly simplifies the 
operation of the Mer- 
ryway and the attach- 
ments shown here. 
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ALUMINUM DOUGH PASTRY 
BEATER HOOK KNIFE 
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POURING MAYONNAISE 
OIL DROPPER 


5-9T. 
MIXING BOWL CHUTE 
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HE (erryway Electric Food Preparer is invaluable for 


the diet kitchen and as auxiliary equipment for the 
main kitchen. It is versatile — capable of performing a 


multitude of tasks — quickly, easily — and economically. 


« « « Visit the (B\erryway Exhibit » » » 


Home Planning Hall 
A Century of Progress 


CHICAGO 


Learn why this unusual machine 
is ideal in hospital service. 


THE (BERRYWAY CO. 


POUGHKEEPSIE NEW YORK 


A Product of Hoe Corporation 


The Heavy Duty Model Merryway (left) is 
$64.50, with 1/6 H.P. 110 V. AC or DC motor. 
Attachments are priced separately for indi- 
vidual selection. 


Other Merryway attachments include a Po- 
tato Peeler, Coffee Mill, String Bean Slicer, 
Food Chopper, Pea and Lima Bean Sheller, 
Ice Shaver, Ice Cream Freezer. 










The Shredder 


Grater has almost countless 





Slicer, and 










uses. Special plates, used 





with it, will slice, grate, shred, 


SLICER and prepare fruits and vege- GRATER 
PLATE tables in many ways. PLATE 
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J. G. Norby, Fairview Hospital, 
worked closely with the St. Paul com- 
mittee but have not actually put their 
plan into effect. 

One of the most successful experi- 
ences was reported from Newark, N. J., 
by Rev. John Martin, Hospital of St. 
Barnabas and for Women and Chil- 
dren (Unit No. 1), and Mr. Van 
Ibyke, Essex County Hospital Asso- 
ciation. Twenty-three hospitals have 
joined in a cooperative plan. With 
an aggregate bed capacity of about 
53,000 these hospitals serve a popula- 
tion of approximately 1,500,000. They 
now have about 3,000 members in their 
group hospitalization plan but expect 
within a year or two to have 50,000 to 
100,000. The experience with agents 
who took over the work of solicitation 
on their own responsibility was unsat- 
isfactory in Essex County so the hos- 
pital council is now conducting this 
work itself. About 40 per cent of the 
contracts obtained by the high pres- 
sure salesmanship of the solicitors 
were canceled before payment. Since 
the council took over the work this 
percentage has been reduced to 1%. 
Approximately 60 per cent of the 
firms approached have approved the 
plan. 

The dean of group hospitalization 
plans, in effect at Baylor University 
Hospital, Dallas, Tex., was presented 
by Doctor Kimball, vice president of 
the university. On September 1, 1935, 
this hospital had 9,388 subscribers. 
Since the beginning of the service it 
has collected for 157,304 member 
months and has provided 20,590 pa- 
tient days of service, giving a ratio of 
roughly one patient day of service to 
each eight member months. Doctor 
Kimball recommended that the amount 
of service given could well be extended 
to thirty or forty days to provide for 
the small number of cases that have 
highly costly illnesses. He also sug- 
gested adding the use of the oxygen 
tent as one of the benefits. The Baylor 
University Hospital is extending the 
service to dependents by giving them 
anesthetics, use of the operating room, 
oxygen tent and drugs without charge 
and room service at a 50 per cent dis- 
count. This service costs the depend- 
ents $1 a family a month. 

A variety of interesting points was 
presented in the round table conducted 
by Dr. Malcolm T. MacEachern, 
American College of Surgeons, as- 
sisted by the past presidents of the 
association. Dr. C. S. Woods, St. 
Luke’s Hospital, Cleveland, stated that 
the trustees can judge the efficiency of 
a hospital by its mortality rates, by 
the quality of care given, by the statis- 
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tical reports, and last by the financial 
reports. This information can best be 
obtained, he added, by direct observa- 
tion and through the superintendent. 
Rev. N. E. Davis, Methodist Episcopal 
Board of Hospitals, Columbus, Ohio, 
declared that the board of directors 
should make all appointments to the 
medical staff for one-year terms. Rob- 





Joseph G. Norby. 


ert Jolly urged hospital superintend- 
ents to take a personal interest in the 
social life of the hospital personnel and 
make them feel as partners in the hos- 
pital’s work. A. O. Fonkalsrud, Mans- 
field General Hospital, Mansfield, Ohio, 
stated that it was desirable for hospi- 
tals in the same community to pool 
certain of the more costly depart- 
mental services, but he maintained this 
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probably would not happen because the 
larger hospitals do not need this serv- 
ice and the smaller ones do not want 
to give up any of their departments 
even though better work could be ob- 
tained if they did. 

At the annual banquet Saturday 
evening Dr. George F. Stephens, presi- 
dent, American Hospital Association, 
and C. Rufus Rorem, associate director 
for medical services, Julius Rosenwald 
Fund, Chicago, spoke. Doctor Stephens 
foresaw changes in the hospitals of 
the future. Mr. Rorem outlined the 
public’s interest in hospital care and 
described the needs out of which the 
group hospitalization plan arose. 

The high point of the Sunday eve- 
ning meeting was an address by Rev. 
Charles C. Jarrell, president-elect of 
the association, which will be printed 
in a future issue of The MODERN Hos- 
PITAL. The Monday meeting was de- 
voted primarily to economies in various 
departments of the hospital and to an 
address by John M. Smith, Hahne- 
mann Medical College and Hospital, 
Philadelphia, on “The Community 
Hospital and the Community.” This 
was followed by a round table con- 
ducted by Guy M. Hanner, Beth-El 
Hospital, Colorado Springs, Colo., and 
the election and installation of new 
officers and trustees of the association. 





College of Hospital Administrators Is 
Organized; Officers Are Elected 


Organization of the American Col- 
lege of Hospital Administrators was 
announced during the recent Milwau- 
kee convention by officers of the new 
society. The objects of the college are 
given as the elevation of standards of 
hospital administration, the establish- 
ment of standards for competency, the 
education and training of administra- 
tors, and the education of hospital 
trustees and the public in regard to 
special requirements for this work. An- 
other object of the college is to plan 
for fellowships for persons who per- 
form noteworthy services in the field. 

The idea of a separate organization 
for administrators, both men and 
women, who meet certain standards of 
experience and ability, has been dis- 
cussed for several years and a meeting, 
attended by delegates from various 
parts of the United States and Can- 
ada, was held in Chicago last winter. 
The recent formal announcement, how- 
ever, marks the actual launching of 
the new organization. 


Other allied national associations in 
the hospital and medical fields have 
unofficially expressed gratification at 
the formation of the college. 

Officers of the new group are: presi- 
dent, Charles A. Wordell, director, St. 
Luke’s Hospital, Chicago; first vice 
president, Robert E. Neff, administra- 
tor, University of Iowa Hospital, Iowa 
City; second vice president, Joseph G. 
Norby, superintendent, Fairview Hos- 
pital, Minneapolis; director general, 
J. Dewey Lutes, superintendent, Rav- 
enswood Hospital, Chicago. Twenty- 
four governors and fifteen regents 
are the policy forming group of the 
college. 

Membership in the college will be by 
invitation only. At least five years’ 
experience in an acceptable institution, 
endorsement by five members and a 
satisfactory record of performance and 
character are among the basic qualifi- 
cations for membership. Candidates 
also must submit a thesis on hospital 
administration. 
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THIS LITTLE MODERN 
FIXTURE DOES BIG 
THINGS IN HOSPITALS 
—NEW OR OLD 














IGHTING in hospitals is far more than a_ ful and comfortable. For reading and during 





convenience. Glare must be eliminated. meal hours the direct reflector throws a diffused 





A soft glow of light—neither too bright light over the patient’s shoulder. Contented relax- 






nor too dull—must be available. ation is assured and convalescence aided. 












“Dua-Light” is designed for hospital use. The 





In private room, ward and nurse's station, this 





new Curtis “Dua-Light™ will be found ideal. In illumination it provides is as natural as daylight 





one simple fixture it combines both general room and as desirable. And because it combines two 





illumination and localized lighting. fixtures in one it means real economy both in 





installation and maintenance. 





The confined patient is never subjected to eye 





strain. During visiting hours or nursing service, the Write for further description and prices. “Dua- 





indirect reflector of the “Dua-Light” spreads an Light” can be easily installed in new or old 





even glow throughout the interior—a light that buildings. Curtis Engineers will gladly help plan 








blends with the walls and furnishings and is rest- the lighting for new or old buildings. 













Other Curtis engineered lighting equipment for hospitals 


includes: Operating Room Lighting, Ornamental and Indi- 






rect Lighting Fixtures, Brackets, Wall Urns, Direct-Indirect 






Reflector Lamps, Night Lights. For Literature Address 
Chicago Office, 1122 W. Jackson Blvd. 










Curtis Lighting 


CHICAGO « NEW YORK * TORONTO « ANTWERP 


ENGINEERS IN ALL PRINCIPAL CITIES 








Above is a detail view of the“ Dua-Light.” The upper reflector 
is for general indirect lighting, using a 60, 100 or 150 watt 
s lamp. The lower reflector for localized lighting will take a 25, 
10 or 60 watt lamp. Supplied in heavy zine plate ready to be 








painted to harmonize with any color scheme, 
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Maintenance, Operation and Equipment 


Laundering Linens According to 
Economical Formulas 


By HARRY G. WARREN 


Laundry Superintendent, Roosevelt Hospital, New York City 


local factors, such as hardness of water, and 

any special conditions found in individual hos- 
pitals must of course be taken into account. Cer- 
tain general principles can nevertheless be fol- 
lowed in all cases. 

The fundamental truth with regard to the tem- 
perature of water for laundry work is “the higher 
the temperature the more efficient the wash, so far. 
as dirt removal is concerned.” In considering a 
washing formula, we can therefore readily see the 
logic of proceeding to the higher temperatures as 
quickly as possible, once the danger point has been 
passed in the completion of the break. For this 
reason, straight hot water from the hot water 
heater is added to the wheel for the second opera- 
tion. The resulting temperature will vary depend- 
ing upon the temperature of the hot water from 
the hot water heater and the temperature and size 
of the load in the break... The resulting temperature 
at this point should be at least 120° F. 


Saturated Suds Bath Should Be Removed 


[: ANY consideration of hospital laundry work 


A good washing suds should be built at once and 
permitted to run for ten minutes. The soil which 
will be removed in this operation is that which is 
most easily removed after the break. The first suds 
bath soon becomes saturated with dirt. It seems 
advisable, therefore, to remove the saturated suds 
bath from the washer as soon as it has become con- 
taminated. For this reason the second operation is 
only a ten-minute one. 

If a good built soap is not used, the following 
should be substituted for the average load: 

Three parts 88 per cent to 92 per cent soap to 1 
part soda ash, or its equivalent (2 parts 88 per cent 
to 92 per cent soap to 1 part modified soda). 

For a dirty load the following combination may 
be used: 

Two parts 88 per cent to 92 per cent soap to 1 


part soda ash (1 part 88 per cent to 92 per cent soap 
to 1 part modified soap). 

When excessive quantities of builder are used, 
the washroom costs are increased, rather than de- 
creased. This is due apparently to a breaking down 
of the suds, so that the wash man will actually have 
to add more of a combination high in builder before 
washing suds will be obtained. The proper quan- 
tity of builder, when used with the soap, adds to the 
detergent action of the soap. If there is a shortage 
of builder, some of its assistance will be lost, 
with a corresponding increase in washroom costs. 


Washing Formula for Nurses’ White Uniforms 











Number Operations Water “Temperature Time 
1 ColdBreak 4” Warm 5min. 
First Heavy Suds 4” 40-70 F. 20min. 
Second Suds 4” 40-160 F. 30 min. 








Bleach should be added in last ten minutes of 
second suds. Three hot deep rinses of five minutes 
each should be given. Then sour for ten minutes, 
flood wheel and blue, following with one deep cold 
rinse, discharge, drain well. Six pails of starch to 
wheel, run ten minutes, discharge, then pull. Ex- 
tract twenty-five minutes. 

These gauge readings are for net washing. The 
same formula may be used for bulk washings by 
subtracting 2” from each gauge reading, except in 
the case of sour bath. For bulk washing use 4” 
sour instead of 5”. 

This formula may be used for colored textiles 
also, provided the temperature is not permitted to 
exceed 80° F., and the bleach is omitted. This does 
not apply to the light colored shirts, which are usu- 
ally made with fast colors and need warm water, 
140° F., to get them clean. 

The formula is not intended as an ideal one for 
all conditions. It is a general formula and should 
be used as such. It may be necessary under certain 
conditions to increase the washing time. It may be 
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Matex dermatized gloves are entirely different from any 
glove you have ever worn. Not machine roughened, not 
coated—but actually ''skin-textured" by a process originated 
in our own plant. Dermatized gloves give that natural tac- 
tile touch that rivals the sensitivity and facility of the bare 
fingers. The swirls, curls and ridges of the human skin are 
practically duplicated in the dermatizing process. This 
naturally makes dermatized gloves the safest to use in grip- 
ping wet instruments or sutures, for the millions of micro- 
scopic vacuum cups of the dermatized surface are positive 
assurance against slipping. Put on a pair of dermatized 
gloves and feel the difference. 

Keep in step with progress—ask the Matex surgical sup- 


ply dealer to show you the new Matex dermatized gloves. 


THE MASSILLON RUBBER CO. 


MASSILLON OHIO 
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YOU CAN 


= FEEL THE 


DIFFERENCE 


IN 


The background of this illustration, made from an unretouched micro- 
scopic photograph magnified eight times normal, shows the derma- 
tized surface in comparison with ordinary rubber glove texture. 





CALIBRATED DRAINS—Unique and Better 


No more guesswork—no more waste! The new exclusive Matex Cali- 
brated drains are made with calibrations an integral part of the drain 
From | to 18 inches, the figures and markings are indicated in rub- 
ber the same as the structure of the drain. Economy for hospitals 
Simplicity for surgeons. Order a testing sample at once. 
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possible to reduce the washing time. The relation- 
ship of one operation to another in regard to time, 
temperature and quantity of water to be used, is 
the basic principle which may be utilized under any 
conditions. 

Certain factors should be kept in mind when a 
washing formula is being considered. It might be 
well to discuss each operation in logical order. 

One authority in the laundry industry recently 
made a significant statement. It was to the effect 
that chemical control in the washroom is an out- 
standing factor in promoting expansion of the 
laundry business. 


Chemical Control Ensures Uniform Quality 


This statement carries weight because the 
speaker has utilized such control in his laundry and 
has built up a highly successful business. To con- 
firm his opinion we have only to study the expe- 
rience of any other major industry where applied 
chemistry plays an important part in processing 
operations. These industries have long since dis- 
covered that only through chemical control can 
they ensure uniformity of quality in their finished 
products. To this well established fact the laun- 
dering operation is no exception. 

Years ago both the paper and textile industries 
had almost entirely discarded a method of prepar- 
ing bleaching solutions which even today is widely 
used in the laundry industry. Why did they throw 
it overboard? Because, for one thing, it did not 
measure up to their requirements for chemical con- 
trol. Yet I can state, without fear of contradiction, 
that chemical control is nowhere more vital to the 
production of quality work than when applied to 
the bleaching operation in the power laundry wash- 
room. 

In that harmless looking crock of bleach in your 
washroom is stored an enormous amount of energy, 
waiting to be released. To the extent that this 
powerful force is controlled in the wash wheel, will 
its work be useful or harmful in the washing proc- 
ess. In fact, if bleach did not havea selective action 
you could not use it at all. But fortunately bleach 
not only tackles the easiest job first, but finishes it 
before taking on the more difficult ones. And the 
easiest job is to attack and remove the stains and 
discolorations in the fabric, which is what is 
wanted. 

What happens, however, when there is more 
bleach than is needed to remove these discolora- 
tions? The excess bleach then proceeds to attack 
the fibers of the goods, which it can readily do 
under favorable conditions. The result is a break- 
ing down of the fibers of both wash and nets and 
an excessive loss in tensile strength. So the condi- 
tion desirable in the wash wheels is the presence of 
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just enough bleach to perform useful work—that is, 
to produce a maximum whitening effect with a 
minimum loss of tensile strength. When such a 
condition exists at all times in the wash wheels, 
then and only then has “controlled” bleaching been 
achieved. 

If controlled bleaching is so desirable—and it 
clearly is—why hasn’t it become a more genera’ 
practice? The principal reason is that such contro! 
is either difficult or impossible with the bleaching 
materials many use. Obviously the laundry owner 
who hopes to control his bleaching operation with- 
out first controlling his bleaching solution is beaten 
before he starts, for if he doesn’t know positively 
at all times the strength of these solutions, then 
the entire bleaching operation becomes a matter of 
guesswork. 

Testing of bleach solutions is not the answer. 
Even if an easy means were at hand for determin- 
ing the varying strengths of solutions from day to 
day, proper control would still be extremely diffi- 
cult. What is needed is a means of preparing solu- 
tions that do not vary in strength at any time. 
Then, with solutions absolutely uniform in 
strength, it is easy to standardize bleaching on a 
“controlled” basis. 

With the modern calcium hypochlorite powders 
with 65 per cent chlorine content, it is a simple 
matter to prepare either calcium or sodium hypo- 
chlorite solutions of any desired strength. For the 
former it is necessary only to dissolve the calcium 
hypochlorite (65 per cent chlorine content) in cold 
water; for the latter one more operation is re- 
quired—the addition of a small quantity of a suit- 
able sodium compound, preferably soda ash, which 
will precipitate the calcium as an insoluble calcium 
salt. It is usually preferable to use the entire con- 
tents of the can as a handy accurate unit, making 
up a concentrated stock solution if the entire vol- 
ume is not to be used at one time. One 4-pound can 
of this bleaching powder (65 per cent chlorine con- 
tent) will provide 30 gallons of solution containing 
1 per cent of available chlorine, a solution that will 
keep for weeks without appreciable loss in strength. 


How to Make Bleach Solution 


To make 30 gallons of 1 per cent sodium hypo- 
chlorite solution, for example, the recommended 
procedure is as follows: 

1. Dissolve the contents of one can (4 pounds) 
of bleaching powder (65 per cent chlorine) in about 
5 gallons of cold water, using a glass, earthenware 
or rubber lined vessel, and stir moderately for two 
or three minutes. 

2. Then add 3 pounds of 58 per cent light soda 
ash and continue stirring for another two or three 
minutes. 
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No. H 59 


‘ OLLOWING our announcement of a new and 
Faaminel Chair for hospitals, wide response 

has come from all parts of the country. Superin- 
tendents tell us that the Royal Easy Hospital 
| Chair is a leading contribution to hospital care! 
At the A. H. A. Convention in Milwaukee dur- 
ing the middle of September hundreds of ad- 


ministrators personally acknowledged the excep- 


od ' ‘vw Ww 


— 


tional merits of the Chair—its beauty, its effi- 
cient rest to the patient, its convenience to the 
personnel, its assistance to medical care. 

Obviously, hospitals have needed a Chair like 


this. It is movable and rolls smoothly on large 


=.» Approved as a Leading 
~*~ .. Contribution to Hospitals! 
The New Royal Chair Has Won Instant Endorsement 


This new model adds attractive 
beauty to the hospital room. 


109 





rubber casters to any part of the building. The 
reclining back, adjustable leg rest, the large side 
tray—all under the control of the patient—as- 
sure a needed therapeutic comfort. 

Critical objection to the wheel-chair is to a 
large part removed. The period of convalescence 
is shortened. The strength and time of personnel 
are conserved. And the hospital realizes a large 
measure of good will. The patients are made 
happier and the community better served. 

Write us about the new Royal Easy Hospital 
Chair if you haven't seen it. Let us quote prices 


and arrange to give a demonstration for you. 


at 





aatalin tee 





The new Royal Chair comes in a 











wide variety of upholstery materials. 
Framework can be finished in any 
color enamel. Prices are reasonable. 





Roual-Gasy. 


RECLINING CHAIRS 


ROYAL EASY CHAIR COMPANY 
STURGIS, MICHIGAN 


The Royal Chair passes easily through any hos- 
pital doorway. @ The form-fitting reclining back 
is adjustable to any position by the patient 
while seated. @ The disappearing leg rest slides 
in and out like a drawer. @ The side tray can be 
raised or lowered at will. Lacquer finish alcohol 
proof. @ Loose spring filled cushions over spring- 
edge sub-construction. Solid rubber 4 inch 


No. H 1016 


wheels. 
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3. Add enough water to bring the total volume 
of the solution up to exactly 30 gallons, stir until 
thoroughly mixed and allow at least thirty minutes 
for sufficient settling. The solution will then con- 
tain 1 per cent (10,000 p.p.m.) of available 
chlorine. 

4. Siphon off the clear solution into another ves- 
sel. It is then ready for immediate use or may be 
stored in glass or earthenware containers and 
diluted as required. 

Authorities agree that controlled souring is a 
feature of modern washroom practice that helps 
to produce a perfect job. Improper souring or its 
omission may result in work that would not do jus- 
tice to the other operations even if they were care- 
fully performed. 

Only a comparatively small amount of sour is re- 
quired but it accomplishes a great deal. The prin- 
cipal function is the neutralization of the last traces 
of alkali adhering to the fabric. These traces of 
alkali cannot entirely be removed by rinsing, hence 
a substance that reacts with alkali, an acid sub- 
stance termed a sour, is introduced. Why is it nec- 
essary to dispose of this small amount of alkali? 
Because (1) in the combination with cellulose a 
discoloration develops upon ironing; (2) starches 
in its presence give a yellowish tint under the iron ; 
(3) the shades of certain blues are changed by al- 
kali while on the other hand sours may improve 
and brighten them. 

Another function of a sour is to decompose any 
excess bleach and render it harmless. Any bleach, 
whose active constituent is chlorine, carried over 
from the bleaching operation may result in the for- 
mation of oxycellulose, which means tendering. 

A small amount of iron in the form of rust will 
spoil good work. Almost any water supply con- 
tains some dissolved iron that is precipitated with 
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the soda. The addition of a sour will dissolve this 
iron oxide and prevent discoloration of the finished 
article. 

Stains from fruit juices respond to treatment 
with sours. 

A sour should be selected with as much discrimi- 
nation as any other supply. Mineral acids such as 
nitric, sulphuric, hydrochloric have severe action 
on cellulose. Oxalic acid is destructive and unsafe 
for general use. Acetic acid leaves an objectionable 
odor. Fluorides are entirely safe, leave no odor 
and possess the qualities that produce good work. 
Fluoride sours are obtainable from reliable supply 
houses. 

General directions for souring follow. These 
may be altered to suit particular plant needs. 

Thorough rinsing is important. Souring is done 
hot and in low water. The sour is added to the 
wheel in the form of a powder or in solution. A fair 
average would be 1 ounce of powder to 50 pounds 
of clothes. 

One method of testing the sour bath is to with- 
draw one fluid ounce sample and add a few drops 
of phenol phthalein indicator solution. This should 
require the addition of about ten drops of 1/10 nor- 
mal sodium hydroxide solution to produce a pink 
coloration. 

Another method involves the use of special indi- 
cator solutions. The color developed in the sample 
upon the addition of the indicator shows the degree 
of souring. 

In using the pH colorimeter the best conditions 
of souring are obtained with a pH reading of 4.5 
to 5. 

With such tests made periodically, chance is 
eliminated, and souring is resolved into an opera- 
tion that can be relied upon to give continuous sat- 
isfactory results, a condition essential to efficiency. 





A Psychopathic Ward as a Part of 
the General Hospital 


There is a distinct advantage in having a psychopathic 
ward as part of the general hospital, according to the expe- 
rience of the Regina General Hospital, Regina, Sask. A 
considerable number of psychopathic patients exhibit some 
form of organic disease. When this is discovered the labora- 
tory, x-ray and physiotherapy departments of the general 
hospital as well as the service of the hospital interns are 
available to the various patients who occupy the psycho- 
pathic ward. 

The psychopathic ward was opened in December, 1930. 
By arrangement with the department of public health of 
the Saskatchewan provincial government, one division of 
the general hospital was remodeled and equipped for this 
purpose. The provincial government provides the services 
of Dr. O. E. Rothwell as full-time director and guarantees 


the hospital against any loss from the operation of this de- 
partment. Except for this special arrangement, the psycho- 
pathic department is operated like any other department of 
the hospital. 

The ward contains twenty-eight beds in private rooms, 
two-bed semiprivate rooms, four-bed public wards and four 
single restraint wards. There are also sitting rooms, recrea- 
tion rooms and treatment rooms. The rates are $3 a day for 
public wards, $4 for semiprivate wards and $5 for private 
rooms. No charge is made for professional services since 
these are provided by Doctor Rothwell. 

The use of the ward has increased steadily since it was 
opened. A total of 181 patients were admitted in 1931 and 
202 patients in 1932. The average length of a patient’s stay 
was about thirty days. 

Every effort is made to create a homelike and congenial 
atmosphere. Each floor has an enclosed veranda with south- 
ern exposure. Patients are allowed to go for walks or drives 
in the city when they are able to do so. 
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At Soast! « BOILABLE RUBBER SHEETING 
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ARVIN-NEITZEL recently introduced 
M KLEINERT'S Boilable Rubber Sheeting to 
forty-five hundred hospitals. Some of these hos- 
pitals were skeptical—and rightly so—about the 
boilability of this Sheeting (heat has always 
been rubber's worst enemy}. To them, we sim- 


ply said, “Boil it." 


And that is our suggestion to you. Send for a 
sample swatch of Boilable Sheeting—boil it, 
long enough to satisfy yourself that you have 
given it a severe test—then examine the swatch 
carefully, using the tear test* to determine 
whether or not the rubber's elasticity has been 


destroyed. 


You may not want to boil the sheeting you use 
in your hospital but you can be sure of longer 
wear from a sheeting that is rugged enough to 
stand boiling without harm. The reasonable 
prices which we are quoting for KLEINERT'S 
SHEETING, plus this added service, will mean a 
tidy saving. Mail the coupon below. 


*THE TEAR TEST: 


Hold the edge of the swatch between the 
thumb and forefinger of each hand—pull 
strongly and evenly. The fabric will give way 
eventually but the rubber should remain intact 


until stretched to the limit of its elasticity. 














oneewnnnns MARVIN-NEITZEL C 


“ M CLOTH Onan | 
EVERYTHING FRO Le 


TROY, NEW YORK 


Signed... 
Hospital. 


ORPORATION |------<<: 
yb) FOR THE HOSPITAL" 


192 LEXINGTON AVENUE, N. Y. C. 
@ Send sample swatch of Kleinert's Boilable Rubber Sheeting. 
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Dietetics and Institutional Food Service 


Conducted by Anna E. Bouter, Central Free Dispensary at Rush Medical College, Chicago 


Central Control System Cuts Food 
Costs at U. of C. Clinics 


By ELLA MARIE ECK 


Manager, Food Service Department, University of Chicago Clinics 


sity of Chicago Clinics is responsible for the 

entire food problem beginning with the pur- 
chasing and continuing through the storage, the 
preparation and the actual service of the food, both 
to patients and personnel. 

The purchasing of all foodstuffs at the Univer- 
sity Clinics is done by the food service department 
on a competitive basis. Prices are obtained from 
several firms to ensure the advantage of competi- 
tion. This method results in the obtaining of lower 
prices on a better quality of merchandise. It is 
necessary, of course, that bids be made on known 
or specified quality and that goods be inspected on 
delivery to be sure that they conform to specifi- 
cations. 

Advantageous contracts have been made for some 
items that carry a large volume through the year. 
Even in the days of low prices and large stocks, con- 
tracts for canned goods have had these advantages : 
(1) lower prices, since many firms made price con- 
cessions on contracts; (2) the satisfaction of hav- 
ing a desired and known quality; (3) saving of 
time spent in constantly opening and inspecting 
unknown brands; (4) possibility of standardizing 
size and cost of portions; (5) possibility of main- 
taining the desired standard of quality of food 
served. 

The purchase orders are written up in qua- 
druplicate on a consecutively numbered standard 
form, stating the date, the name of the vendor, the 
items purchased and the unit price. The origina! 
copy is for the vendor, the duplicate for the food 
stores, the triplicate goes to the accounting depart- 
ment over the superintendent’s desk and the qua- 
druplicate is kept on file by the food service 
department. 

The food stores have been made a part of the 
food service department. The storekeeper in 


"Tis food service department of the Univer- 


charge is responsible for the receipt, the inspec- 
tion, the proper storage and the issuing of all food- 
stuffs. He checks all deliveries of food against the 
purchase orders before signing for them. Before 
they are placed on the shelves or stored, all pack- 
ages or cans are marked with the unit price paid 
and the date of receipt. Any discrepancy in prices 


The University of Chicago 


niversity Clinics 


Food Service Department - Cost Accounting 


Recive_Fig Up-Side-Down Cake 




















— Ingredients —___- Comments Quantity __Awounr 
_Cake Batter: __| <= a I. 
a ee es a 3 on! 1M) 20245 
“ Sugar ee | = ss 3/44 0484 036 
Egg Yolks _ ‘1/3 egg = 1 yolk __ 5 __| .20 44. 0278 
- Salt ——— —— 3/8 ol +0006 ho Q002 
—___Baking_Powder — Vs on] .009 ds 00s 
—__ Milk a ‘ : 3/8 cal 207 qt { -0085 
—___ee_Mhites ittdianiiagiaae | as egg = 1 white _ » +24 dg. +0667 
Flour _ ee a | 9s ¢ +0484 027 
a aati cna 
BEE 7 - |__3 of as4} | 0248 
Brown Sugar _ | - 2 os.| 0484 "0054 
_. Mut Meats came 30 Fer HO | s/o 4 | aye | | 4165 
— sieainieeaiats #10 #$10,00 per doz. 28 | .85 #p 265 
er sa Set or -_ 
| | 
Total Quantity 1 cake ee 
Cafeteria 20 ee — J = 7 


No. of Portions Per Unit Patients 28 


is reported to the manager of the food service de- 
partment at once and the correct price is ascer- 
tained. 

All issues of food from the food stores are made 
on requisitions signed by authorized members of 
the food service staff. These requisitions are also 
written in quadruplicate, the first three copies 
being sent to the storekeeper and the quadruplicate 
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A leading Chicago Hospital 
finds this ASpavagus a 
popular solution to many 


spectal diet problems 

















These Libby Foods of finest flavor are 
now packed in regular and special sizes 
for institutions: 

Tomato Juice Peas, Corn, Beets 
Tomato Purée Spinach, Kraut 
Catchup, Chili Sauce Pork and Beans 
Hawaiian Pineapple Jams, Jellies 
California Fruits Olives, Pickles 


Red Raspberries Mustard 
Santa Clara Prunes Bouillon Cubes 
in Syrup Beef Extract 


Strawberries Mince Meat 
Loganberries Boneless Chicken 
California Asparagus Salmon 
Stringless Beans Evaporated Milk 





= 

















@ In salads, for anti-constipation 
and diabetic diets. In vegetable 
plates, for meat-free diets. On 
cream-toast, for soft diets. Those 
are some of the ways in which the 
dietitian of a leading Chicago 
Hospital uses Libby's Asparagus 
in planning special trays. 

She has found this asparagus a 
highly successful solution to many 
problems, not only from the die- 
tetic point of view but—perhaps 
equally important—from the pa- 
tient’s. It is so unusually attrac- 
tive, so delicious. Each bite means 
genuine pleasure. 

Grown in the famous Sacramen- 









For Soft or Meat-Free Diets 

Place two slices of grilled tomato 
on buttered toast. Heat Libby's 
Asparagus Tips and lay on toma- 
toes. Add I tablespoon of grated 
cheese to 44 cup of cream sauce; 
heat; pour over asparagus. Gar- 

nish with thin pepper rings 





100 


CJoods 
oneal 


to River delta, Libby's Asparagus 
is packed fresh-cut, its flavor and 
tenderness at their finest. Every 
stalk is delicate, perfect. Every 
can contains full, uniform count. 

And this perfection can be had 
at noextracost. So naturally wise 
buyers are choosing Libby's As- 
paragus—Stalks and Tips. 

Libby cans many other quality 
foods, too. You can read at the left 
the wide choice packed in large 
size tins especially for hospital 
use. They can be ordered through 
your usual source of supply. 
Libby, M¢Neill & Libby, Dept. 
N-44, Welfare Bldg., Chicago. 
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being held by the unit for which the food is or- 
dered, as a check on the food delivered. The unit 
price of each food item is entered on the requisition 
as it is filled. 

A bookkeeper who divides her time between the 
food stores and the general stores then makes ex- 
tensions and totals all requisitions. The original 
copy of each requisition is sent to the business 
office, the duplicate is retained in the storeroom 
files and the triplicate is sent to the food service 
office. This bookkeeper also checks all invoices 
against corresponding purchase orders, checks ex- 
tensions and footings of all invoices and forwards 
them to the food service office. There they are 
approved by the manager and sent to the business 
office of the university clinics. This office makes 
a comptroller’s office voucher, containing the total 
amount of the invoice and the amount of discount. 
The total amount of the invoice is charged to food 
stores account, and the total amount of discount 
is credited to the food cost ledger. The invoices 
are then forwarded to the office of the comptroller 
of the university for payment. 

The general menu for the patients is used as a 
basis for all food served to patients. This menu 
is changed and supplemented to adapt it to the 
needs of patients on light and soft diets. The chil- 
dren’s dietitian uses it as a basis for making the 
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children’s menus. The therapeutic dietitian uses 
it as far as possible in planning special diets, sup- 
plementing with additions to adapt it to the needs 
of each patient. Even the selective menu for pri- 
vate patients contains many items from the menu 
for regular patients. Additions of more expensive 
cuts of meat, more expensive vegetables, fruits and 
desserts are made to allow a choice of each type 
of food. Copies of this menu are made daily for 
each private patient who selects his meals for the 
following day with the assistance of a dietitian. 

A complete set of the week’s menus is made for 
the following types of diets for patients: adult gen- 
eral, light, soft; children’s general, children’s soft, 
private patients. Typed copies of these menus are 
posted in the main kitchen, in the special diet 
kitchen, in the ward service kitchens and are dis- 
tributed to the dietitians. Examples of these 
menus are shown here. 

The cafeteria menu providing a more varied 
selection of all items is made by the dietitian in 
charge of the cafeteria. When possible she uses 
items from the regular patients’ menu. A variety 
in price is presented as well as a choice of items. 
For instance, on each dinner or supper menu there 
are three meats or entrées, one being inexpensive, 
one of medium price and one of a higher price. 
The same is true of breads, vegetables, relishes, 


























eatin KITCHEN ORDER NO 4344 
cuss cabeee euvenmenee 
PATIENTS x. ORIGINAL 
Dinner Dare_Jenusry Sl, 1952 —---— -19-—— 
an ce NE oe my Yr | ose 
ss |s4 Aa’ MS M4 | BRe! BR3! BR4 |PD Onperen |Recerven| RETURNS end a ae 
_Consomme Julienne ‘27 | 29 8/20 | 2%! | 4 16 | 125 — 4 | wi} ol | alan 
___Consomme | 3 I | ae Se eee fee 16 | 16 | .008 jae 
Roest Lamb ee | 29| 4/25/18 4) | mi} | 19 5 | ae | ooo | |3e2 
Mashed Potetoes jee | si! 427 | 22| 6| 5/12/12) 147 usr | 007 | aoa 
Buttered Pena 2s 29| s\20 18 4 u|__|_aaa 2 | 100 | .os | 2\o7. 
__ Buttered Pee Puree | 2 | 2| 1) 2/4! e6/] | al 2] ai = | 27 | 014 | ; —_|sre 
“Heed Lettuce 26 | 29' 325/18! 4 4 Ili1e 138° 4 | ase | ors | alae 
French Dressing —_— zo | 29' 3/25 16 4 4 Jlils 138) 4 | 1% 013 —_|eee 
Venille Ice Cream ‘28 | 31 4/27 20/10 4/12; 8 144 144 202 eles 
en Gr foneto. Soup | | | | s}elasl «| a} a | os | _|as 
Roast Leg of Lamb - Mint Jelly 38 - 8 8 12 & pe 
Broiled Chicken Re eae s| ja) a | .165 | 2 os 
Potetoes Lorette iM A) a | 8 8 ba 035 | ___80_ 
___Buttered Fresh Pees oe ee As ew eS 1520 2 _|__29 _ |__.os7_|__ros_ 
Buttered Brussels Sprouts _ a, ee a : _ 5 5 —. 4 ZO 
__Cloverleef Rolls ae aS OS oe |4{  |36; 2/ | 2 | 28 | _ ons) 026_ 
___Strewberry Shortceke 7 Pee 12 14 a | 144 |] .os | 42 
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Seulle Kick 


IN VITAMIN B 


Ralston Wheat Cereal provides all 
the food value of finest whole wheat 


only coarsest bran removed). 


! 


BACK hve le (aemelthteleleracme) amelt tac 


wheat germ, which make it richer 
than any other cereal in the anti- 
neuritic, appetite-stimulating 


‘Ule-lostiele oF 
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ing food, equally popular with 


Pea atiteiacametaremateltiiay 


am 


| Farerele) <cmtatechvomantieltiac: 


than one cent a serving. 


eet date 


oj AMERICAN 


MASSN.. | Mail the coupon for Research 


SF Report on the New Ralston Wheat 
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Cereal and samples for testing. 
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RALSTON PuRINA COMPANY, Department 137 
137 Checkerboard Square, St. Louis, Mo. 


Please send me copy of your Research Report on the new Ralston 
Wheat Cereal and samples for testing. 


ew Rael till iae 


This offer limited to residents of the United States 
#toeemeaeaaenmm mame 
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salads and desserts, even more variety being pro- 
vided in the case of the last two items. 

This system of serving an institutional group 
solves many of the problems encountered under the 
table d’héte plan. The chief advantage is that one 
can select the food desired instead of having 
to eat a set meal, only one or two items of which 
may appeal to the majority of people. The groups 
not paying for their own meals are particularly 
enthusiastic. The fear that students may not select 
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an adequate diet has been shown to be unfounded 
by a check of the items on students’ trays. 

In the so-called “Employees Cafeteria,” the old 
system of serving a table d’héte meal at a set price 
is still followed because of lack of space and lack 
of demand for a real cafeteria set-up. 

All food served to patients or personnel is pre- 
pared in the main kitchen with the exception of 
supplementary items for special diets. Since the 
therapeutic dietitians use the house diet menus in 


MENUS FOR VARIOUS TYPES OF PATIENTS 


Breakfast Dinner 
General Tangerines Consommé Julienne 
Diet Cooked Wheat Cereal! Breaded Veal Chops 
Soft Boiled Egg Creamed Potatoes 
Toast Buttered Peas 
Beverage Head Lettuce—French 
Dressing 
Black Walnut Ice Cream 
Light Tangerines Consommé 
Diet Cooked Wheat Cereal Broiled Veal Chop 
Soft Boiled Egg Creamed Potatoes 
Toast Buttered Pea Purée 
Beverage Head Lettuce—French 
Dressing 
Vanilla Ice Cream 
Soft Orange Juice Consommé 
Diet Cooked Wheat Cereal Creamed Potatoes 


Soft Boiled Egg 


Toast 

Beverage 
Children’s Tangerines 
General Cooked Wheat Cereal 
Diet Soft Boiled Egg 


Children’s 


Toast 
Beverage 


Orange Juice 


Soft Cooked Wheat Cereal 
Diet Soft Boiled Egg 
Toast 
Beverage 
Private Honeydew Melon or 
Patients Grapefruit or 


Orange Juice 

A Cooked Wheat Cereal, 
Oatmeal or 

Dry Cereal 

Soft Boiled Eggs or 
Bacon or 

Baked Sausages 
Toast or 

Graham Muffins 
Black Currant Jam 
Beverage 


Buttered Pea Purée 
Vanilla Ice Cream 


Consommé Julienne 

Breaded Veal Chops 

Creamed Potatoes 

Buttered Peas 

Head Lettuce—French 
Dressing 

Vanilla Ice Cream 


Consommé 
Creamed Potatoes 
Buttered Pea Purée 
Vanilla Ice Cream 


Consommé Julienne or 
Cream of Tomato Soup 
Roast Rib of Prime Beef or 
Broiled Chicken 
Potatoes Duchess or 
Creamed Potatoes 
Buttered Fresh Peas or 
Buttered Brussels Sprouts 
Head Lettuce—French 
Dressing 
Strawberry Shortcake or 
Black Walnut Ice Cream or 
Grapenut Custard 
Cloverleaf Rolls 


Supper 
Creamed Dried Beef on Toast 
Baked Potatoes 
Orange and Apple Salad— 
French Dressing 
Cocoanut Cake 


Creamed Dried Beef on Toast 

Baked Potato 

Orange Salad—French 
Dressing 

Cocoanut Cake 


Cream of Asparagus Soup 
Cottage Cheese 

Baked Potato 

Apricot Sauce 


Cream of Asparagus Soup 
Baked Potato 

Orange Salad 

Cocoanut Cake 


Cream of Asparagus Soup 
Cottage Cheese 

Baked Potato 

Apricot Sauce 


Chicken Broth With Rice or 
Cream of Asparagus Soup 
Braised Sweetbreads on Toast 
or Cold Roast Lamb— 
Currant Jelly 
Baked Idaho Potatoes or 
Potatoes in Cream 
Orange and Avocado Salad 
Cocoanut Layer Cake or 
Vanilla Ice Cream or 
Apricot Princess 
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Information about Karo Syrup 
Which Will Interest All 
Physicians — 
Particularly Pediatrists 


In response to numerous requests from physicians, Corn 
Products Refining Company is pleased to publish the fol- 
lowing analytical data about Karo Syrup (Blue Label) — 
which has proved so effective in the feeding of infants. 

The following acceptance of Karo ( Blue Label) by 


the committee on foods, appeared in Journal of the 
American Medical Association, January 23rd, 1932. 


The product is a mixture of corn syrup dilute hydrocloric acid suspension. The 
with a relatively small amount of re- mixture is heated under steam pressure 





finers’ syrup. The refiners’ syrup must be 
acceptable in flavor and color and fulfil 
the U. S. Department of Agriculture 
standard for that product; “Refiners’ 








until chemical tests indicate the desired 
degree of hydrolysis. The resultant mix- 
ture is almost completely neutralized 
with sodium bicarbonate and filtered 


rail 4 








| 
Syrup, treacle, is the residual liquid through white linen filter cloth: the 
product obtained in the process of re- filtrate is passed through a deep bed of 
fining raw sugars, and contains not more animal charcoal for decolorization and 
than 25 per cent of water and not more deodorization. The final filtrate, which 
than 8 per cent of ash.” is water clear and odorless, is concen- 
The corn syrup is manufactured by trated under reduced pressure to a 
hydrolysis of high grade corn starch in density of 1.38 (20 C.120 C,), 
CHEMICAL COMPOSITION 
per cent 

Moisture ........ 25.3 
BD ccccsessnssvecsnce 0.6 
Fat (either extract)... 0.0 
Protein (N X 6.25)....... 0.2 
Dextrins (by difference) : 37.1 
Maltose (method of Wesener and Teller, J. Indust. & Engin. 

Chem. 7: 1009, 1916) since dai iar : cians deeietinas 22.2 
Dextrose (method of Wesner and Teller, J. Indust. & Engin. 

Chem. 7: 1009, 1916) 7.5 
SUTGES vccccscccees 4.8 
Invert Sugar..... 2.3 
Titratable acidity as HCL.................00000000005 ieausionene . 0.025 


CORN PRODUCTS REFINING CO. 
17 Battery Place New York 
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preparing special diets, much of the food even for 
special diets comes from the main kitchen. 

Since the food prepared here is issued to four 
different accounts (Home for Destitute Crippled 
Children patients, other patients, main cafeteria 
and employees’ cafeteria), it was necessary to set 
up a system of charging the cost of cooked food to 
the various departments using it. This involved a 
cost study of all recipes used in order to find the 
total cost, the yield and the cost of the unit used in 
issuing. Since the unit is not the same for all 
accounts, a description of each method follows. 

In issuing patients’ food, the unit used is the 
individual portion. The dietitian in charge of the 
food service on each floor has an accurate census 
of her patients and knows exactly what each one 
will be served. Therefore, it is more simple and 
less wasteful to order the number of portions of 
each item of food than to use a bulk measurement. 
Tables of the standard amount served as a portion 
of the various items of food have been worked out 
and are used in issuing food from the main 
kitchen. 

A printed form in triplicate is provided for 
ordering patients’ food. Each day the items on all 
the menus prepared in the main kitchen are typed 
on this form. The dietitian in charge of each floor 
orders the number of portions of each item needed 
on each division. When this sheet is complete it 
shows the number of portions of all items of food 
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to be sent to each division and the total number 
to be prepared. The duplicate is then posted in 
the main kitchen where it serves as a work sheet 
for the cooks in preparing the food and loading 
the food trucks for each division. The triplicate 
of the same sheet is used by the dietitian who 
checks the food trucks before they leave the 
kitchen to make sure that all orders have been cor- 
rectly filled. When the food trucks are returned 
after the meal they are again checked and all 
usable food is credited on the sheet in a column 
provided for that purpose. The original sheet is 
then completed by subtracting the credits from 
the number of portions sent and filling in the col- 
umn provided for food used. [ 
This completed sheet is priced by the food ac- 
countant who fills in the unit price and makes ex- 
tensions and totals. The total of this sheet shows 
the cost of cooked food for the patients for one day. 
By adding to this, (1) the total of the requisitions 
for such items as coffee, sugar, bread, butter, milk 
and cream issued directly from the food stores to 
the divisions, and (2) the cost of food requisitioned 
by the special diet kitchen, the total cost of pa- 
tients’ food for one day is obtained. 
Both the clinics’ cafeteria and the employees’ . 
cafeteria requisition food by the quart and, in the 
case of those items not adapted to bulk measure- 
ment, by the portion. Special forms in a different 
color for each cafeteria are used in ordering. This 


Ter 





University Clinics 


FOOD SERVICE DEPARTMENT 


UNIVERSITY CLINICS CAFETERIA 











KITCHEN ORDER 














N° 2801 
1. ORIGINAL 
Date Februery ———_——— —1958 
| Receivep | CREDIT FoR Usep Unit ia Cost 
| RETURNS | Price | 
ep os Papin om | 
- _ 6 Qt. 3 Qt. __3 Qt. | .1022 
120 _ 120 123 1479 
8 Qt. 2 Qt. 6 Qt. 2632 1 58 
sds eo —_ 41 04 1 64 
6 Qt. 6 Qt. .0536 32 
6 Qt. 4 Qt. 4 Qt. 0538 2e 
| 12 Qt. 6 Qt. 6 Qt. | 2536 | 1 52 
50 50 015 75 
— 10 Qt. 4 Qt. 6 Qt. | .0135 os 
' 
oa Le - Se a 
21/21 


——Bubper—____ lineal sinshcabbaiiihaiaiagaail 
ORDERED es 
i. On  ——U ee 

_ 120 Chicken Pie . ae r 

__ 8 at. ETSI a ee eee 

<a Stuffed Peppers _ aaa 

_ _ 6 &. Creemed Potetoes | _ 

acuta Meshed Potatoes : a 

___ 12 &. Escelloped Asperegus Cute — 7 

jgeatia Broiled Tomatoes 

_10 @- Rice _ 
I TO cecil serio cenit trtin nscthinicainteenseiivianian 


Approved By... 


Firtep By — 
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ORGANIZED TO MEET HOSPITAL NEEDS 


Alcohol and its products play an important role in 
the hospital. Therefore, to the quality of the prod- 
uct the manufacturers must add the incidental 
helpfulness which derives from a sympathetic un- 
derstanding of the ideals and needs of institutions 
devoted to the care of the sick. 


Today the Rossville Commercial Alcohol Cor- 
poration, through its recent affiliation with Com- 
mercial Solvents Corporation and the American 
Solvents and Chemical Corporation, finds itself in a 
greatly improved position to cooperate, within the 
field of its activities, toward perfection of hospital- 
ization. 


The combined reputation, skill and experience 
of the three companies have been merged—happily 
to the benefit of the patient, the administrator, the 
pharmacist, and the surgical staff. 


The same personnel will maintain contacts with 
hospitals. In addition, the diversified talents of a 
larger organization will be focused on a more au- 
thoritative and useful assistance to hospitals. 


ROSSVILLE (OMMERCIAL ALCOHOL (ORPORATION 
230 Park Ave. New York, N.Y. 








BRANCH OFFICES 


Atlanta Cincinnati Louisville 
Baltimore Cleveland New York 
Buffalo Detroit Philadelphia 
Boston Lawrenceburg, Pittsburgh 
Chicago Ind. St. Louis 


YOU CAN RELY ON ROSSVILLE 





RQ RE OEE TAA O-N ” 
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form is also made out in triplicate, one copy being 
posted in the main kitchen, one used by the cafe- 
teria dietitian for checking food issued and re- 
turned, and the original copy being sent to the 
office when completed. The unit prices are filled 
in by the cafeteria dietitian and the extensions and 
totals are then made by the food accountant in the 
dietitian’s office. Usable food is returned for credit 
and requisitioned again by the division needing it. 
Dietitians Supervise Serving of Food 

In calculating the cost of cooked food a stand- 
ard recipe form is used. The ingredients and the 
amounts of each used in the recipe are filled in by 
the dietitian. The food accountant then fills in the 
unit price from a cost list provided by the dieti- 
tian, and makes extensions and totals. When com- 
pleted, this recipe form shows the total yield of the 
recipe, the number of portions yielded, the total 
cost and the cost per portion. In many instances, 
the size of the portion served on the table d’hdéte 
meal for the patients is smaller than the size of the 
portion sold in the cafeteria as a single order. When 
there is this difference the recipe forms show the 
vield and the cost per portion for both the patients 
and the cafeteria. 

The serving of food to patients as well as the 
ordering is under the supervision of dietitians. On 
the medical wards the dietitians actually serve the 
food with the assistance of maids; on the surgical 
wards nurses do the actual serving, assisted by 
maids, the dietitians having ordered the amount 
of food needed and having checked the amount 
received. The dietitians visit all patients in the 
surgical wards, as well as in the medical wards, 
write all special diets and chart data relating to 
food or diet on all wards. 

As stated before, the clinics cafeteria is set up as 
a commercial unit. Each patron pays on leaving. 

The cost of the meals of the groups who sign 
checks is charged to the departments in which 
these groups belong. This charge contains the cost 
of the raw food, plus a proportion of the overhead 
expense, this proportion being the same as the 
proportion of the total sales. In other words, if the 
sales value of the meal checks of a certain group 
equals one-third of the total sales, that group is 
charged one-third of the overhead expense, in addi- 
tion to the cost of the raw food. The cost of the 
raw food is determined by finding the percentage 
relation of the total food cost to the total sales; 
by using this figure the actual raw food cost of 
any number of sales checks may be ascertained. 

As stated before, a cafeteria is maintained for 
domestic employees. Those who receive their food 
as a part of their compensation (which includes 
all those in the food service department) carry a 
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pass card which is shown to the cashier. All others 
pay a set price for the meal or pay for each item 
purchased if not buying a full meal. The meal 
passes are charged at a set price against the de- 
partment to which the employees holding them 
belong, and that amount is credited to the employ- 
ees’ cafeteria. 

The cost of operation of the food service depart- 
ment is charged to four separate accounts: (1) pa- 
tients of the university clinics; (2) patients of the 
Home for Destitute Crippled Children (occupying 
the Gertrude Dunn Hicks Memorial and the Nancy 
Adele McElwee Memorial); (3) the clinics’ cafe- 
teria; (4) the employees’ cafeteria. 

The classification of the expense of each account 
is as follows: food costs ; employees’ meals; wages; 
storeroom wages; laundry; gas; electricity ; steam; 
depreciation of physical equipment; general ad- 
ministrative overhead; miscellaneous supplies and 
expense; utensils; china and glassware; silver; 
linen; repairs. 

The food cost accountant in the dietitian’s office 
keeps a daily record of the total issues of food to 
the various units from the food stores and from 
the main kitchen. The total cost of the other items 
already listed constitutes the overhead expense. 
Only a few of these items need detailed discussion. 

The cost of the food consumed by the employee 
of each unit is charged directly to that unit. 

A monthly analysis of the pay roll is made to 
distribute the cost to the unit in which the indi- 
vidual is employed. Wages of employees of the 
main kitchen are distributed on the basis of the 
proportion of prepared food issued from the main 
kitchen to each account. 


Central Control Provides Efficiency and Economy 


The same general plan is followed in obtaining 
the cost of each item of expense for each account. 
As an example, the cost of the gas used by each. unit 
is charged directly to that account. 

At the end of each month a comparative state- 
ment of operations of each of the four accounts is 
made up by the business office. This statement 
contains the cost of each item of expense and the 
total cost of food served, for the month just closed 
and for the previous month. For the patients’ ac- 
count it also shows the cost of items per patient day. 

This detailed discussion of the food service has 
been given in an effort to show how one depart- 
ment correlates its service to a number of units, 
having widely different needs, and how the cost of 
the service rendered is accurately distributed to 
each unit. It has been found that complete control 
of all the food service problems by one department 
has resulted in greater efficiency and in greatly 
reduced food costs. 
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WHY 


TWICE AS STRONG... “Lysol’s” phenol co- 
efficient has been doubled without increasing its 
caustic properties . . . No “free” alkali to burn 
and irritate sensitive tissues . . . No danger of 


corrosion. 


TWICE AS QUICK ... “Lysol” exterminates 
germ-life much more rapidly than most of its 
substitutes, as has been established by tests with 
a number of resistant pathogenic bacteria. 


FREE FROM FLUCTUATIONS... “Lysol’s” 
uniformity of action under all conditions is due 
to continuous chemical control during manufac- 
ture... “Lysol” is safe. It never goes dead, never 
loses its effectiveness and always gives a neutral 
solution in water. 





REDUCED TO 


Disinfectant 


REG. U5. Pat OFF 


SEND THIS COUPON for information concern- 
ing our special Yearly Contract Plan for Hospitals and 
charts proving “Lysol’s” effectiveness and economy. 








COGENT REASONS 
“LYSOL” 


LEADS 


GERMICIDAL POWER... “Lysol” maintains 
its power to kill infectious germs even in the pres- 
ence of large quantities of blood, pus, mucous and 
serum .. . Chlorine compounds lose 95% of their 


potency under such conditions. 


WATER CONTENT... “Lysol” contains 20% 
more germ-killing concentrate than the average 
figure of its 10 leading substitutes. They, in turn, 
average 100% more water than “Lysol”. . . some 


running | quart of inert material to the gallon. 


NO-PROFIT-PRICE . . . “Lysol’s” new low no- 
profit-price to hospitals, plus its new double- 
strength, makes it the means of reducing the 
cost of modern hospital antisepsis and disinfec- 
tion to an absolute minimum. 


PER GALLON on 50-gal- 
lon contracts . . . Delivered 
at any intervals speci- 


fied, in lots of 10 gallons. 





Lenn & Fink, Ine., Hospital Dept. 10, 
Bloomfield, N. J. 

Please send complete information on your 
“Lysol” Yearly Purchase Plan . . . and 
proof of “Lysol” economy and effec- 
tiveness. 


Name 








Hospital 


City OE 
© 1933, Lehn & Fink, Ine, 
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October Dinner Menus for the 
General Hospital Patient: 


By KATHRYN A. McHENRY 


Chief Dietitian, Edward Hines, Jr., Hospital, Hines, Il. 


Potato or Substitute 


Day " Appe tizer or Soup Vegetable 


Meat or Substitute 


Fried Chicken, Crab- Mashed Potatoes "Steamed Rutabagas 
apple Jelly 


Roast Beef 


3. Cream of ‘Tomato Soup 


"Steamed Rice Buttered Onions 


2. Lentil Soup 








3. Meedie Soup Baked Smoked Mam. ‘Pucdey Potatoes Mashed Carrots 
Apple and Raisin 
Sauce 


Roast Chicken, Giblet Mashed Puentens amen Baked on the 
Dressing Shell 





4. Fresh Veastelie Sw 


Steak, ailsenin 
Sauce 


Glazed Sweet Steamed C ines 
Potatoes 


Boiled Potatoes 


5. Cream of Spinach Soup 





Baked Pike, Sateen Sautéd Egg Plant 


Sauce 
- Gatton dion pers Chops 


8. Okra Soup Roast Loin of Pork | 


6. Tomato Juice 


"Mashed Potatoes Buttered Peas 


Mashed Turnips 


Browned Weleiees 

















Macaroni and Tomato String Beans 


Spinach With Egg 


Succotash 


9. Grapefruit C ocktail 


10. Split Pea Soup 


11. Fruit Juice 


Pot ies of Beef 


Mashed Potatoes 


Veal Cutlets 


Roast Beef Steamed Potat oes 


12. Asparagus Soup Liver and Bacon 


“Ese alloped Potatoes Baked Ba nanas 


Mashed Potatoes 


Baked Trout, Spanish Buttered Cauliflower 


Sauce e 
Meat Loaf, Beet 
Sauce 


13. Cream of Corn Soup 





14. Sauerkraut Soup Browned Heminy Mashed Squash 


15. Noodle Soup 





Fricasseed Chicken Parsley Potatoes Asparagus 


With Biscuits 


Buttered Spaghetti 





16. Celery Soup 


Roast Veal Creamed Rutabagas 


_ ‘reamed Potatoes Boiled Cabbage 


— k Chops 
Hashed Brown 
Potatoes 


17. Tapioca Soup 


Roast Beef 








. Tomato Bouillon Lima Beans 


Fried Chicken, 
Current Jelly 


19. Vegetable Chowder Parsley Potatoes Escalloped Egg Plant 


Sweet Mixed Pickles 


Salad Dessert 


Washington Cream 
Cake 


Celery 





Sweet ‘Pie Meo 





Maplenut I Ice Cream 


 Qemate Red Cherey | Cobbler _ 


Snow Pudding 


Peach Ghosts 4 


Head Lettuce, _ 
French Dressing 


Celery Penaiies Pie 


Honey Dew Melon 


Sweet Relish 


Cream Puffs 


c heese Cake 


Sateen Pudding 


Cc berry Ice Cream 


Cc ombination Vexet able Jelly Roll 


Sweet Relish Baked Pears 


Baked Apple 


Cole Slaw 





Sliced Beets 


Tomato 





Apple 





Celery Pie, Cheese 


Pineapple and Cocoanut Layer Cake 


Cc abbage 


Sliced ‘Senate Apricot Ww hip 


Blueberry Cobbler | 


Baked davle 
Tutti-Frutti Ice 
Cream 


Sweet Pickles 





Lettuce, Russian Fresh Fruit Gelatin 


Dressing 





Fillet of Red Snapper, Steamed Potatoes Celery Au Gratin 


Exe Sauce 


20. Puree of Bean Soup 


Carrots and Onions 


Corned Beef 


21. Asparagus Soup 


Boiled Potatoes 





22. Consommé Roast Leg of Lamb Baked Potatoes Buttered Peas 


Baked Fresh Ham 
With Applesauce 


23. Potato Soup Hominy Okra and Tomato 


24. Tomato Juice Swiss Steak Au Gratin Potatoes Baked Squash 


Roast Beef 


Broiled Lamb Chops _ 


Baked Halibut, Tartar 
Sauce 





25. Cream of Carrot Soup Parsley Potatoes Escalloped Corn 





Harv ard Beets 


26. Fruit Cocktail Baked ‘Noodles 





27. Cream of Tomato Soup Steamed Potatoes Creamed Peas 





Breaded Pork Chops Glazed Sweet Potatoes 


Roast Chicken, Sage 
Dressing 


28. Broth With Rice Spinac h 








29. Spinach Soup French Fried Potatoes Diced Turnips 


Buttered Cauliflower 





Stuffed Calf Hearts, 
Celery Dressing 


Rib Roast 





30. Fish Chowder Mashed Potatoes 





Steamed Rice 





31. Fruit Juice 














*Recipes for any of the above dishes will be panes upon request. 


Pickled Beets Lemon Pie 





Cole Slaw Gingerbread, Cheese 





Head Lettuce 


Sliced Cucumbers Sugar Cookies, 


Apricots 





Sweet Mixed Pickles 





Orange Layer Cake 


Shredded Lettuce Vanilla Ice Cream, 


Chocolate Sauce = 


Peach Pie 


Sweet Relish Baked Custard 


Apple Cake 


Tomato 





Cabbage and Pimiento 


Celery 





Fresh Seedless Grapes 





Mixed Fruit Prune Whip 


Frozen Pudding 





Cream Cheese, 
Saltines and Jelly _ 














Car 


Rul 
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“Get Ideals! 
This is no time 
to experiment” 

















Replace old sub-standard 
equipment with the latest 
in hospital meal service 


Don’t enter the new era with a handicap. Resolve to improve meals—cut 
down service costs. Ideal Food Conveyors serve meals piping hot, fresh and 
appetizing. Ideals cut out waste motion, speed up service—are quiet and 
quick. No Ideal has ever broken down or been worn out—No Ideal element 
has ever burned out—a record of sturdy construction, good engineering. 
Be safe. Invest now in Ideal equipment. 


Ulonl 
/ 
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(EQUIPMENT | 


h, Moyyul 
Made only by The Swartzbaugh Company and sold by them only. 


THE SWARTZBAUGH MFG. CO., TOLEDO, OHIO 


Besides Food Conveyors, the Ideal line includes Operating Tables, Dressing 
Carriages, Tray Trucks and a long list of Service Trucks, Wheeled Stretchers, 
Rubber Bumpers, Casters, Inhalators, and Electrical Cooking Equipment. 


On the Spot Service in 23 Cities 
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New Ideal Model 
with Coffee Urn 














U 


So popular was this “special” Ideal at 
the A. H. A. Convention that the model 
has been made a standard unit. 





Coffee Urn is electrically heated and 
thermostatically controlled to keep the 
coffee just below the boiling point. Coffee 
is made right in the urn by the French 
drip process 














2 





Ideal Inhalator 


Simplified vapor volume control. Tem 
perature regulated to prevent too rapid 
evaporation of medicine. Quick vaporiza- 
tion (8 minutes from cold water). Auto- 
matically shuts off when dry. No-burn- 
out element. Big capacity (8 quarts, 12 
hours). Inhalant does not boil. Long 
flexible tube (not shown in illustration) 
Priced low. 


LS 


Westinghouse 
Control 


An excellent feature of Ideal Food 
Conveyors is the Westinghouse In-Built 
Watchman. Temperature never beyond 
the proper point. Food never overheated 
—current saved. Nothing to set or regu- 
late. 


“Flint” Plate 


All Ideal aluminum utensils and wells 
of the Ideal are “flint” plated—an ex- 


clusive feature. Can’t scratch—light but 
extra hard finish. Will mot corrode—re- 
sists acids and alkalies. Easy to clean— 
bright satin finish. 
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Hospital Institute Gets Under Way at 
Chicago; 196 Students Enrolled 


By the end of the first week of the 
Institute for Hospital Administrators 
(when these lines are being written) 
it is abundantly clear that the institute 
has fully justified the labor that made 
it possible. In the number enrolled, in 
the quality of lectures, round tables 
and clinics at hospitals, and in the 
character of those participating as stu- 
dents the achievements are more than 
satisfactory. 

The most obvious success is the large 
registration. A total of 210 are en- 
rolled. Of these ninety-four are hos- 
pital superintendents, 18 are assistant 
superintendents, 24 are nurse super- 
visors, three are interns in hospital ad- 
ministration, and the balance are busi- 
ness managers and other hospital ex- 
ecutives. The registrants come from 
all sections of the country as well as 





from Canada, China, Syria, Porto Rico 
and Mexico. 

The faculty includes a large number 
of the leading hospital administrators 
as well as hospital architects and spe- 
cialists in various related fields. In- 
cluded are Dr. N. W. Faxon, Dr. Mal- 
colm T. MacEachern, Carl A. Erik- 
son, Perry W. Swern, H. Eldridge 
Hannaford, Dr. C. W. Munger, Dr. 
John S. Coulter, Howard Carter, Dr. 
William [D. Cutter, Homer F. Sanger, 
C. Rufus Rorem, Dr. Josiah Moore, Dr. 
David L. Jenkinson, Dr. Paul Dick, 
Prof. James O. McKinsey, Dr. B. W. 
Black, Dr. R. C. Buerki, Dr. Albert B. 
Yudelson, Dr. William H. Walsh, Ed- 
gar Martin, Michael M. Davis, Charles 
A. Wordell, Dr. Henry S. Houghton, 
Dr. Herman Smith, Dr. Donald M. 
Morrill, L. C. VonderHeidt, Samuel A. 


NEWS OF THE MONTH 


Goldsmith, Paul Fesler, Dr. Benjami: 
Goldberg, Prof. William H. Spencer 
Harvey Whitney, Asa S. Bacon, Dr 
Carl W. Apfelbach, Elsbeth Hennecke, 
J. Dewey Lutes, E. I. Erickson, Rev. 
G. A. Kienle, A. C. Meyer, Mabel Bin- 
ner, D. G. McCurdy, Frank J. Walter, 
Helen Beckley and Ruth Emerson. 

The smoothness with which arrange- 
ments were made to care for an insti- 
tute which had twice as many students 
as had been expected or hoped for was 
a matter of widespread comment and 
commendation on the part of those in 
attendance. 

On the opening night of the institute 
a banquet was given its members by 
the Chicago Hospital Association. Paul 
Fesler, president of the Chicago asso- 
ciation, acted as chairman. The guest 
orator of the evening was Dr. Allen 
DD. Albert, assistant to the president of 
A Century of Progress and former 
president of International Rotary. Dr. 
Albert gave a delightfully personal de- 
scription of A Century of Progress. 


ow * 


oe 


Group picture taken at one of the first sessions of the institute. About 60 per cent of those enrolled are women. 
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ELI LILLY AND COMPANY 


FOUNDED 1876 















| Makers of 
Medicinal Products 
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Tue addition of a potent, non-irritat- 
ing antiseptic—Merthiolate, Lilly—en- 
hances the usefulness of ephedrine in the 
treatment of inflammatory and infec- 
tious conditions of the nasopharynx. 
The following forms are worthy of your 
critical evaluation: Inhalant Ephedrine 
Compound with Merthiolate; Solution 
Ephedrine and Merthiolate; Ephedrine 
and Merthiolate Jelly. 








PROMPT ATTENTION GIVEN TO PROFESSIONAL INQUIRIES 





PRINCIPAL OFFICES AND LABORATORIES, INDIANAPOLIS, INDIANA, U.S.A, 
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American Dietetic Association Plans 





NEWS OF THE MONTH 





Sixteenth Annual Meeting in Chicago 


A diversified and well balanced pro- 
gram has been prepared by the Ameri- 
can Dietetic Association for its six- 
teenth annual meeting, which will be 
held in Chicago, October 8-12. Head- 
quarters will be at the Palmer House. 
The executive committee will meet on 
Saturday, October 7, and also on Sun- 
day morning. There will be a tea and 
brief talks by representatives of A Cen- 
tury of Progress Exposition on Sunday 
afternoon. 

The meeting will officially open on 
Monday morning, October 9, with Kate 
Daum, president of the association, pre- 
siding. Medicine and nutrition will be 
discussed at this session. 

Theresa A. Clow will preside at the 
welcoming luncheon Monday noon. Dr. 
Allen D. Albert, a representative of A 
Century of Progress Exposition, will 
address the luncheon group. 

President Daum will preside at the 
annual business meeting in the after- 
noon. 

The professional education section 
will meet Tuesday morning, under the 
leadership of Mary M. Harrington, 


chairman. The affiliation luncheon will 
be held Tuesday, with Quindara O. 
Dodge, presiding. This luncheon is 
open to delegates only. 

The general session Tuesday after- 
noon will be in charge of Ella M. Eck. 
C. O. Addison will speak on “Institu- 
tion Equipment, New Materials, New 
Construction.” “Applied Art and the 
Institution” will be discussed by Mary 
Hipple, Art Institute of Chicago. J. L. 
McConnell, consulting engineer, A Cen- 
tury of Progress Exposition, will speak 
on “Principles of Ventilation.” 

The annual banquet will be held 
Tuesday evening, with President Daum 
presiding. Paul H. Douglas, professor 
of economics, University of Chicago, 
will speak on “Remedies for Social In- 
digestion.” Arthur E. Holt, professor 
of social ethics, University of Chicago, 
will talk on “Removing the Socizal 
Taint From the City Milk Supply.” 
“Nutrition and Applied Chemistry” 
will be the subject of an address by 
A. J. Pacini. 

The community education section 
will meet Wednesday morning, under 





Chicago Lying-in Will Add 
Private Patient Clinic 


Plans are under way for equipping 
and opening a private patient clinic 
for members of the department of ob- 
stetrics and gynecology in the mothers’ 
aid pavilion, Chicago Lying-in Hospi- 
tal, Chicago. This added facility has 
been made possible by the boards of the 
hospital and the mothers’ pavilion. 





Ontario Hospital Group 
to Meet in October 


The Ontario Hospital Association 
will hold its tenth annual convention 
in Toronto, October 25 to 27. Head- 
quarters will be at the Royal York 
Hotel. Meeting in conjunction with the 
Ontario Hospital Association will be 
the Ontario Conference of Catholic 


Hospitals, the Canadian Occupational 
Therapy Association and the Ontario 
United Hospital Aids Association. This 
is expected to result in a large attend- 
ance and interesting educational and 
commercial exhibits. 

R. Fraser Armstrong, superintend- 
ent, Kingston General Hospital, Kings- 
ton, president of the Ontario Hospital 
Association, will act as chairman of 
the opening session on Wednesday 
morning. Nursing care of tuberculous 
patients and accounting problems will 
be discussed in the afternoon. 

Dr. Malcolm T. MacEachern, Chi- 
cago, director of hospital activities, 
American College of Surgeons, will 
address the Thursday morning session. 
Doctor MacEachern will also conduct a 
round table in the afternoon. 

Committee and section reports will 
be delivered Friday morning, and 
topics pertaining to nursing will fea- 
ture the afternoon session. 


the leadership of Laura Comstock, 
chairman. The administration section 
will meet the same morning, with M. 
Faith McAuley, chairman, presiding. 
Otto F. Hunzicker will speak on 
“Metals and the Institution Kitchen.” 
The administration section will also be 
addressed by George Rector, prominent 
restaurant manager. 

The exhibitors’ luncheon will be 
held Wednesday noon, Mary Dahnke 
presiding. William Dean and Vera 
Megowen will speak on merchandising 
methods. 

“Progress in Control of Dental 
Caries” will be discussed by Martha 
Koehne at the general session on Wed- 
nesday afternoon. Dr. P. C. Jeans 
will speak on “A Clinical Test for 
Vitamin A Deficiency.” Dr. Ella Op- 
penheimer will discuss “Problems of 
Child Health in Time of Economic 
Stress.” 

The diet therapy section will meet 
Thursday morning, under the leader- 
ship of Lute Troutt, chairman. “Min- 
eral Metabolism of Children” will be 
discussed by Icie G. Macy, director, re- 
search department, Children’s Fund of 
Michigan. 

Thursday noon there will be a lunch- 
eon for the heads of departments giv- 
ing approved training courses. A 
general session will be held in the after- 
noon. The principal speaker will be 
Maud Slye, associate professor of 
pathology, University of Chicago, who 
will talk on “Study in Controlled He- 
redity.” This will be followed by a tea 
to be given by the Association of Hos- 
pital Social Workers. 

Friday, October 13, will be devoted 
to trips to various points of interest in 


Chicago. 





Two Hospitals Close 
Their Nursing Schools 


St. Joseph’s Hospital, Lorain, Ohio, 
will close its school of nursing, it was 
announced recently. The hospital has 
operated a school of nursing for the 
past thirty years. Undergraduates will 
be transferred to St. Elizabeth’s Hos- 
pital, Youngstown, Ohio. 

The Winchester Memorial Hospital, 
Winchester, Va., has also announced 
the discontinuance of its nursing 
school. This school also has been in 
operation for a period of over thirty 
years. 
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It will pay you to visit the 


PPS Oe oe ee ee 


LATTA 


roa 


IF YOU think you can afford to be ignorant of 

the first cost, installation cost and upkeep of 
the Savory radiant gas Toaster, you are making 
a serious mistake. And you should khow as well 
how efficient the Savory is; how much it saves 
in time because it is fully automatic; how much it 
saves in materials because it cannot burn toast. 

These points will be fully brought out at the 


SAVORY 


THE MODEL PD SAVORY RADIANT GAS TOASTER 
makes 360 slices of perfect toast every hour, 






without waste, at a cost of only from 1¢ to 3'4¢. 


Savory Booth, No. 112 at the National Hotel 
Show at Grand Central Palace, New York, week 
of November 13. 

Everyone who is interested in toast and so in 
toasting machinery should visit this booth. Better 
put the number down in your note book now. 
Or if you fear that you cannot attend the show, 
write for full particulars regarding the Savory 
radiant gas Toaster to Savory, Inc., Dept. M.H.C., 
591 Ferry Street, Newark, N. J. 








RADIANT GAS 
TOASTERS 
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Start Construction of 
Large Mental Hospital 


Ground was broken recently in 
Camarillo, Calif., for the largest men- 
tal hospital in the western part of the 
United States. The hospital will be 
erected by the state of California. 

The hospital, to be erected at a total 
cost of $7,000,000, will serve Southern 
California and will be the seventh in- 
stitution of its kind in the state. The 
first two units will cost approximately 
$1,000,000. 

The ground breaking ceremony was 
attended by numerous state officials, 
including Governor James Rolph, Jr. 





Missing Nurse May Be 
Suffering from Amnesia 


Gladys Cunningham, surgical nurse 
at the Hackley Hospital, Muskegon, 
Mich., has been missing since August 
16. Her family and the hospital are 
greatly concerned and would appreci- 
ate any information of her where- 
abouts. She came to Chicago to see the 
World’s Fair on August 12 and checked 
out from the Bismark Hotel on August 
16. Miss Cunningham is thirty-nine 
years of age, prematurely gray, weighs 
about 140 pounds, and has blue eyes. 
It is thought that she may be suffering 
from amnesia in some hospital in or 
near Chicago. 





Record Librarians Will 
Meet October 9 to 13 


The Association of Record Libra- 
rians of North America has completed 
plans for its fifth annual conference, 
which will be held in Chicago, October 
9 to 13, inclusive. Headquarters will 
be at the Palmer House. 

There will be a trip and tea on Mon- 
day afternoon, preceded by registra- 
tion in the morning. The program will 
officially open on Tuesday morning, 
with Alice G. Kirkland, Samuel Mer- 
ritt Hospital, Oakland, Calif., presi- 
dent of the association, presiding. 
Addresses will be made by Dr. Malcolm 
T. MacEachern, Chicago, director of 
hospital activities, American College 
of Surgeons, and Dr. Bert W. Caldwell, 
Chicago, executive secretary, Ameri- 
can Hospital Association. The feature 


NEWS 














of the Tuesday afternoon session will 
be a symposium on the correlation of 
the various departments of the hospi- 
tal with the record department. 

Wednesday morning the record li- 
brarians will hold a joint meeting with 
the standardization conference of the 
American College of Surgeons at the 
Stevens Hotel. 

A symposium on record room prob- 
lems will be held Thursday morning, 
under the leadership of Maurine S. 
Wilson, Ravenswood Hospital, Chicago. 
This will be followed by a round table 
conference, to be conducted by Dr. 
R. C. Buerki, superintendent, State of 
Wisconsin General Hospital, Madison. 

The annual banquet will be held 
Thursday evening. Robert Jolly, su- 
perintendent, Memorial Hospital, 
Houston, Tex., and _ president-elect, 
American Hospital Association, will 
preside. 

A general business meeting will be 
held Friday morning, at which time 
officers for the ensuing year will be 
elected. In the afternoon there will be 
a conducted tour to various hospitals 
in Chicago. 





New Plan for Mental 
Hospitals in W. Virginia 


The West Virginia State Medical 
Association is cooperating with the 
governor and the state board of con- 
trol in reorganizing the system of car- 
ing for the mentally ill in state hospi- 
tals. It is planned to have a trained 
staff of psychiatrists and internists at 
one of the hospitals and to use the 
other two hospitals as custodial insti- 
tutions for incurable patients, accorc- 
ing to the Journal of the American 
Medical Association. It is also pro- 
posed that medical appointments under 
state control be placed under the civil 
service. 





Beware of Fake Agents 


Reports have been received recently 
that persons representing themselves 
as agents of The MODERN HOSPITAL 
have taken subscription orders. Such 
persons are imposters. The MODERN 
HOSPITAL has no subscription agents. 
All subscription orders should be sent 
direct to the publishers. 


OF THE MONTH 








Tuberculous Patients Start 
Publication of Magazine 


The first number of an unusualiy 
attractive little magazine has been 
published recently. It is the “Grass- 
lander,” written, edited and printed by 
tuberculous patients at Grasslands 
Hospital, Valhalla, N. Y. 

The quality of material in the maga- 
zine is unusually high for an amateur 
effort. Poems, inspirational articles, 
humor, news of the occupational ther- 
apy department, the social service de- 
partment, the religious service, the 
library and the canteen are included. 
Among the announcements is some un- 
intentional humor. The adult educ- 
tion department urges patients to take 
advantage of the free opportunity to 
improve themselves and fit themselves 
to compete with other workers in the 
business and industrial worlds. Among 
the courses offered for this purpose is 
one on the subject of contract bridge. 





Coming Meetings 


American College of Surgeons. 

| President, Dr. J. Bentley Squier, New 

York City. 

Director general, Dr. Franklin H. Mar- 
tin, 40 East Erie Street, Chicago. 

Next meeting, Chicago, October 9-15. 





American Dietetic Association. 
President, Dr. Kate Daum, University of 
Iowa Hospital, lowa City, Lowa. 


Business manager, Dorothy I. Lenfest, 
185 North Wabash Avenue, Chicago. 


Next meeting, Chicago, October 9-12. 


American Public Hea’th Association. 


President, Dr. John A. Ferrell, New 
York City. 

Acting executive secretary, Dr. Kendail 
Emerson, 450 Seventh Avenue, New 
York City. 


Next meeting, Indianapolis, October 9-12 


Association of Record Librarians of North 


America. 

President, Alice G. Kirkland, Samuel Mer 
ritt Hospital, Oakland, Calif. 

Secretary, Marjorie Boulton, Jewish Hos- 
pital, St. Louis. 

Next meeting, Chicago, October 9-13. 


Ontario Hospital Association. 
President, R. Fraser Armstrong, King- 
ston General Hospital, Kingston. 
Hon. Secretary-Treasurer, Dr. Fred W. 
Routley, Toronto. 
Next meeting, Toronto, October 25-27. 
Washington State Hospital Conference. 
President, Clarence J. Cummings, Tacom:z 
General Hospital, Tacoma. 
Secretary-Treasurer, Dr. A. C. 
Harborview Hospital, Seattle. 
Next meeting, Seattle, November 18. 
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ARMOUR digatunen, Min» Gray 


“Is THAT the hospital? Have them 
check the supply of Armour Liga- 
tures, Miss Gray. I’ve a lot of 
operations this week.” 

Armour’s Surgical Ligatures can 
be had boilable or non-boilable, 
chromic or plain, in sizes from 000 
to 4. No matter how you get Armour 
Ligatures, one thing is certain: every 
inch is reliable, in tensile strength, 
suppleness, absorbent qualities. 
That’s because Armour Ligatures 
are made of fresh, carefully selected 


sheep-gut. Samples on request. 










HEADQUARTERS FOR MEDICAL 









When prescribing Suprarenalin Solution, Pituitary Liquid, Con- 
centrated Liver Extract, Concentrated Liver Extract with Iron, 
always specify Armour’s, 





ARMOUR LABORATORIES 
CHICAGO, U. S. A. 


ANIMAL 






SUPPLIES 
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American College of Surgeons Completes 
Plans for Standardization Conference 


Final arrangements have been com- 
pleted for the sixteenth annual hospi- 
tal standardization conference of the 
American College of Surgeons, which 
will be held in Chicago, October 9 to 
12, inclusive. The Stevens Hotel will 
be headquarters. 

The feature of the opening session 
will be the report of the sixteenth an- 
nual hospital standardization survey 
and the official announcement of the 
1933 list of approved hospitals. This 
will be presented by Dr. Franklin H. 
Martin, Chicago, director general, 
American College of Surgeons. Dr. 
Bert W. Caldwell, Chicago, executive 
secretary, College of Surgeons, will 
speak on “Opportunities of the Sur- 
geon and the Hospital in Promoting 
Community Interest in the Proper 
Care of the Sick and Injured.” The 
sound motion picture, “Good Hospital 
Care,” will be shown at this session. 

“Hospital Economics as Applied to 
the Small Hospital” will be discussed 
on Monday afternoon by Rev. Clinton 
F. Smith, superintendent, Allen Me- 
morial Hospital, Waterloo, Iowa. In 
addition there will be a round table 
on medical and hospital economics. 

General subjects will be discussed 
Tuesday morning. The afternoon pro- 
gram calls for demonstrations in hos- 


pital administration at St. Luke’s 
Hospital, Chicago. Charles A. Wor- 
dell, director, and various department 
heads will be in charge. 

There will be a joint meeting with 
the Association of Record Librarians 
of North America on Wednesday 
morning. 

An interesting program has been 
planned for Wednesday afternoon. It 
consists of demonstrations in hospital 
administration, to be held at Albert 
Merritt Billings Hospital, Chicago. Dr. 
Malcolm T. MacEachern, Chicago, di- 
rector of hospital activities, American 
College of Surgeons, will preside. The 
demonstrations will be given by John 
C. Dinsmore, superintendent, Univer- 
sity of Chicago Clinics, and various 
department heads. 

A round table conference dealing 
with administrative, medical, nursing, 
economic and social problems affecting 
hospitals will be held Thursday morn- 
ing. Robert Jolly, superintendent, 
Memorial Hospital, Houston, Tex., 
president-elect, American Hospital As- 
sociation, and R. C. Buerki, superin- 
tendent, State of Wisconsin General 
Hospital, Madison, will be in charge. 
On Thursday afternoon there will be 
demonstrations of hospital administra- 
tion as practiced in Chicago hospitals. 





New Hospital Will Be 
Built on Staten Island 


The public works administration, 
Washington, D. C., has allotted more 
than $2,000,000 for the construction of 
a hospital at Stapleton, S. I., N. Y., it 
was announced recently. Health offi- 
cials on Staten Island, the Staten Is- 
land Chamber of Commerce and other 
civic organizations have been advocat- 
ing a new hospital for many years. 

The new hospital will be built on a 
tract of 1,800 acres fronting Bay Street 
and Vanderbilt Avenue, acquired re- 
cently by the government, and will 
take the place of the old United States 
Marine Hospital built on part of the 
site in the early fifties. The building 
will be seven stories high, constructed 


of brick. It will contain 400 beds, 300 
more than are in the old hospital. 

As the plans for the hospital have 
been approved, health officials say they 
expect actual work on the building will 
be begun soon. 





Data on Internship 
Given in A. M. A. Report 


A total of 6,204 internships are of- 
fered by the 689 hospitals in the United 
States which are included in the 193° 
approved list of the American Medical 
Association. 

In addition to the hospitals approved 
for internship, the council on medical 
education and hospitals of the associa- 


tion has compiled a list of the hospitals 
approved for residence in specialties. 
This list is arranged by specialties and 
includes, in addition to medicine, sur- 
gery, gynecology, obstetrics and the 
other common divisions of practice, a 
few hospitals that offer residencies in 
cardiology, epilepsy, fractures, hernia, 
leprosy, metabolic diseases, neurosur- 
gery and tropical diseases. 

All the Class A medical colleges of 
the United States and Canada are 
listed. This list is of importance to 
hospitals since the council requires that 
hospitals approved for internships se- 
lect their interns from approved medi- 
cal colleges. The educational number 
of the Journal of the American Medi- 
cal Association, September, 1933, in 
which this information is given, also 
includes a description of each of the 
existing approved medical colleges in 
the United States and Canada. 





Opens New Hospital 


A fifteen-bed hospital was opened 
recently in Kissimmee, Fla., by Dr. 
Wilson Lancaster, formerly of Platte- 
ville, Wis. Laboratory, x-ray and other 
equipment has been installed. All cases 
except contagious diseases will be 
treated at the institution, according to 
Doctor Lancaster. 





Washington Conference to 
Discuss Code for Hospitals 


The Washington State Hospital 
Conference will meet in Seattle on 
November 18. Dr. Karl H. Van Nor- 
man, superintendent, Harborview Hos- 
pital, Seattle, is in charge of the pro- 
gram, and both the morning and 
afternoon sessions of the conference 
will be held in the nurses’ hall at that 
institution. 

Dr. Malcolm T. MacEachern, hon- 
orary president of the conference and 
director of hospital activities, Ameri- 
can College of Surgeons, will attend 
the meeting. 

One of the chief objects of the meet- 
ing will be to devise a code of fair 
practices for hospitals in the state. 

Clarence J. Cummings, superintend- 
ent, Tacoma General Hospital, Ta- 
coma, is president of the conference. 
The secretary-treasurer is Dr. A. C. 
Jordan, Harborview Hospital, Seattle. 
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‘It certainly was a revelation to me. I’d always thought 
that hospitals were places you just had to endure. You 
know, no consideration for a woman’s little likes and dis- 
likes and all that. 


‘‘But they were so considerate I changed my ideas the 
first day. Everything was in perfect taste, even the toilet 
soap they supplied. You know I wouldn’t think of using 
any other soap except Palmolive. And it seemed so famil- 
iar to have it there. 


‘‘The nurse said that so many women preferred 
Palmolive that they wouldn’t think of having 
any other kind.”’ 


Colgate-Palmolive-Peet Company 
Palmolive Building, Chicago 


New York Milwaukee Kansas City San Francisco Jeffersonville, Ind. 





COLGATE-PALMOLIVE-PEET COMPANY, 
Dept. 20-K, Palmolive Building, Chicago. 


Without obligation send me your free booklet “Building 
Cleanliness Maintenance’’—together with Palmolive Soap 
prices. 

NV ame Addres Ss 

Hospital 


oo ee ee , 


Position. . 

















EN, too, like the cool green 

color of Palmolive . . . the 
olive green that is Nature’s own 
beauty trade mark. Each cake of 
Palmolive contains olive and palm 
oils . . . the centuries-old ingre- 
dients that make skin soft, smooth. 
No bleaches, no artificial colors. 
Just the natural green of olive oil 
makes Palmolive green. 


Supply your patients with 
Palmolive. In spite of its prestige 
it costs no more than ordinary 
soaps. We will gladly send you, 
upon request, a copy of our new 
free booklet and prices of Palmolive 
in five special sizes. Your hospital's 
name on the wrapper with orders 
of 1000 cakes or more. 
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NEWS OF THE MONTH 


Canadian Hospita! Council Acts to 
Aid Solution of National Problems 


The second biennial meeting of the 
Canadian Hospital Council held in 
Winnipeg, September 7 to 9, amply 
demonstrated the value of such a body 
in the study and solution of hospital 
problems common to all paris of the 
country. 

The council is not an association in 
the usual sense of the term; it is a 
federation council or parliament made 
up of representatives of the twelve 
hospital associations in Canada, the 
federal government, the various pro- 
vincial governments and the depart- 
ment of hospital service of the Cana- 
dian Medical Association. Its purpose 
is to coordinate the work of these pro- 
vincial and other bodies, to promote 
the development of hospital policies, to 
study preblems of administration and 
finance and to develop standards of 
construction and equipment adapted to 
Canada’s climatic conditions and so- 
cial needs. 

The conference was unusual in that 
for three crowded days practically the 
entire program took the form of a 
round table conference. Since the or- 
ganization meeting two years ago com- 
mittees have been preparing exhaus- 
tive reports on various subjects and 
these formed the basis for the agenda. 


Uniform Laws Are Sought 


In the discussion on legislation at- 
tention was given to the possibility of 
coordinating legislation in the various 
provinces so that not only would uni- 
formity result but that there would be 
general interprovincial recognition of 
responsibility for indigents hospital- 
ized from other provinces. In Canada, 
the provincial governments give the 
hospitals a per diem grant for the indi- 
gent, or, in some provinces, for all pa- 
tients. Owing to the increasing support 
of hospitals by provincial and munici- 
pal governments, the relationship be- 
tween governments and hospitals is 
becoming more intimate. Attention 
was given to the advisability of closer 
government oversight of hospitals in 
view of the overhospitalization and 
duplication in some areas and under- 
hospitalization in others. Naturally 


motor accidents, floaters and similar 
problems came in for much discussion. 


The report of the various subcom- 
mittees under the general chairman- 
ship of J. H. Roy, St. Luke’s Hospital, 
Montreal, was a real contribution to 
this subject. Various special depart- 
ments such as the physiotherapy de- 
partment, the dietary department, the 
obstetrical unit and the psychopathic 
annex were discussed. The wider de- 
velopment of the psychopathic annex 
in connection with general hospitals 
was urged. The report included an 
interesting treatise on operating room 
lighting, a report on acoustics and a 
report on insulation. It was suggested 
that the purchase of acoustic absorp- 
tion materials should be based on the 
results of scientific tests designed to 
prove their effectiveness. 


Insulation Cuts Fuel Bill 


In discussing insulation, the report 
pointed out the necessity of making a 
special study of the climatic require- 
ments of Canada. If proper insulation 
is used, it was pointed out, absolutely 
satisfactory indoor temperatures can 
be maintained at all times with arti- 
ficial plants half the size of those 
usually installed in buildings not espe- 
cially constructed to take advantage of 
Canada’s outdoor conditions. Actual 
examples were cited to prove the tre- 
mendous fuel savings possible by 
proper insulation. 

The public relations study dealt 
largely with an analysis of the extent 
to which the hospitals in Canada are 
meeting the actual needs of the people. 
While the study indicated that the 
hospials are doing a fairly good job, it 
was brought out that many rural areas 
are not adequately served, that fre- 
quently there is wasteful duplication 
and overlapping, that there is a lack 
of adequate care for the incurable, 
chronic or convalescent patient, that 
there should be more reception hospi- 
tals and psychiatric annexes to gen- 
eral hospitals for the care of the early 
mental patient and that admission to 
mental institutions should be made 
easier. 

Hospitals were urged to take a more 
active part in the general health pro- 
gram of their communities, and to co- 
operate closely with local health and 


social organizations in extending the 
scope of this work. 

Considerable attention was given to 
the problems of small hospitals in the 
report presented by Rev. H. G. Wright, 
Inverness, Novia Scotia. Difficulties of 
management, of meeting community 
needs, purchasing, visitors, laundry, 
dispensary, dietetic and _ radiologic 
services and segregation and isolation 
of patients were among the topics em- 
bodied in the report. 

Leonard Shaw, superintendent, Sas- 
katoon City Hospital, Saskatoon, Sask., 
presented the report on finance. In 
view of the chaotic state of hospital 
accountancy, the finance committee 
recommended as a solution the forma- 
tion of a committee of statisticians, 
accountants and hospital executives to 
compile accounting standards for each 
class of hospital, which would eventu- 
ally become obligatory throughout 
Canada. 

The committee report on administra- 
tion and statistics, given by Dr. G. S. 
Williams, superintendent, Children’s 
Hospital of Winnipeg, Winnipeg, Man., 
dealt also with accountancy and recom- 
mended greater uniformity in making 
returns so as to provide reliable com- 
parisons. It was particularly empha- 
sized that the patient day costs now 
available are of practically no com- 
parative value. 

Dr. R. T. Washburn, superintendent, 
University Hospital, Edmonton, Alta., 
presented the first two years’ report of 
a five-year study being made by the 
committee studying the matter of tu- 
berculosis among nurses. The final 
session on medical relations was in the 
form of a joint session with the Mani- 
toba Medical Association. 

Officers chosen are as follows: hon- 
orary president, R. B. Bennett; hon- 
orary vice president, Dr. Murray 
MacLaren; president, Dr. F. W. Rout- 
ley, Toronto; secretary-treasurer, Dr. 
G. Harvey Agnew, Toronto. 





Will Erect New Building 


Work has been started on the new 
Jewish Memorial Hospital, One Hun- 
dred Ninety-Six Street and Broadway, 
New York City. The hospital building 
is to be eight stories in height and 
will have a capacity of 173 beds in 
addition to two nurseries of thirty-six 
bassinets. 
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««The Boy in Room 37>» 


“It is well for public health 


and public morale that we 
have hospitals...To pro- 
vide proper facilities for 
the care of the sick has be- 
come a public obligation”. 


Surgeon Gen’l H. S Cumming. 


The real service that has 
been performed by the hos- 
pitals of America during our 
national crisis must be told 
over and over again until 
the public as a whole can- 


not ignore its significance. 


WILL ROSS, INC., Wholesale Hospital Supplies, 783 N. Water St., Milwaukee, Wis. 


HE door into Room 37 opens and closes noiselessly —inside 
is a tired, little boy, so very tired that he seldom opens his 
eyes to gaze through the windows in his oxygen tent. Nurses 
pass in and out of the room—a doctor comes and goes—instruc- 


tions are given—medicines are prescribed —records are kept. 


A few blocks away, in a dingy basement flat the boy’s father 
and mother have just finished a meagre supper—silent, morose. 
discouraged—behind them another day of frustration. Suddenly 
the man brings his fist down on the bare table. “If they take 
him, too....!° The sentence hangs unfinished, portentous. 


“They” took his job. “They” took his home, his savings. But 
he still hung on to his pride. He wouldn’t go “on the county”. 
The boy, half starved, caught a cold, developed pneumonia. 
Then one day, the father, boy in arms walked into the hospital, 
laid his burden on a chair, walked out, snarling, “Take care 
of him... . or push him out in the street to die like a dog.” 
Oxygen tent, blood transfusions, special nurses saved the boy's 
life. But an equally gigantic task was that of reestablishing 


the parents’ faith in a society they had begun to hate. 
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Nurse Anesthetists 
Hold First Meeting 

The National Association of Nurse 
Anesthetists held its first annual meet- 
ing in Milwaukee, in conjunction with 
the A. H. A. convention. An enthu- 
siastic spirit was displayed at the ses- 
sions. 

A clinic was held at St. Joseph’s 
Hospital, with Dr. Chester Echols the 
principal speaker. Agatha C. Hod- 
gins, Post Graduate School of Anes- 
thesia, University Hospitals of Cleve- 
land, president of the association, de- 
livered her presidential address at the 
general session. 

Others on the program were Ruth 
M. Nash, Brooklyn, N. Y.; Helen 
Lamb, St. Louis; Catherine Cameron, 
Milwaukee; Rosalie McDonald, Emory 
University, Ga., and Gertrude L. Fife, 
Cleveland. 





Toronto Hospital Awards 
Diplomas to Dietitians 


Graduation exercises were held re- 
cently at Toronto General Hospital, 
Toronto, Ontario, for the first class to 
receive diplomas from the hospital’s 
new dietetic school. Eight dietitians 
received their graduate pins at the ex- 
ercises, which culminated a _ twelve- 
month course of study at the hospital. 

Mame T. Porter, chief dietitian at 
the hospital, presented the graduates 
with their pins. Among the guests 
present were C. J. Decker, superin- 
tendent of the hospital, Dr. Duncan 
Graham and Mark Irish, chairman of 
the board. 





Health Service at 
U. of C. Is Revised 


The University of Chicago Health 
Service plan for the staff has been sep- 
arated from the University Health 
Service conducted for students, and 
reorganized as a special clinic in the 
University Clinics under the direction 
of Dr. George F. Dick, professor and 
chairman of the department of medi- 
cine. The new clinic will be quartered 
in a section of Billings Hospital. 

Members of the professional staff 
with the degree of doctor of medicine 
may now report directly to the special 
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clinic in which they desire service, but 
other employees must report to the 
health service first. On request, at the 
discretion of the physician in charge, 
the latter may be referred to special 
clinics as necessary. 

Under the revised program, Dr. 
Luke W. Hunt has been appointed 
clinical assistant in the department of 
medicine in charge of the health serv- 
ice for the staff. 





Food Equipment Industry 
Will Cooperate With NRA 


The Food Service Equipment Indus- 
try, Inc., has been organized to coop- 
erate with the NRA. The industry is 
defined to mean the manufacture and 
sale of a general line of food and bev- 
erage preparations, cooking and serv- 
ing machinery, equipment and supplies 
for hotels, restaurants, hospitals, clubs, 
steamship lines and similar institu- 
tions. A labor code and a set of trade 
practices have been drawn up for pres- 
entation to the NRA. Offices of the 
association are at 1228 West Thirty- 
Fifth Street, Chicago. 





M. E. Hospitals Launch 
Five-Year ''New Deal" Drive 


Placing of hospital privileges within 
reach of the average individual is a 
prime objective of the “New Deal in 
Philanthropy,” a five-year program 
started by the four hospitals in Indi- 
ana comprising the Methodist Hospital 
Association of Indiana. 

Other objectives include organiza- 
tion of a department for incurables 
and removal of indebtedness. 

Officials of the movement have 
placed as a financial goal the sum of 
$3,000,000. It will be possible for don- 
ors to use several plans. Service bonds 
which may be used for hospital serv- 
ice will be issued to donors in some 
cases. In other cases givers will receive 
life annuities. A third plan offers the 
services of attorneys to persons who 
desire to place bequests in their wills. 

The legal committee of the state as- 
sociation, composed of prominent at- 
torneys who are members of the 
boards of trustees of the various mem- 
ber hospitals, will give free advice to 
those who wish to draw up a will. 


Construction Is Started 
on New Hospital 


Construction work was started re- 
cently on the new Dunedin Hospitai, 
Dunedin, Fla. The building will be of 
brick construction, fireproof and sound- 
proof. It will consist of a central struc- 
ture two stories in height, and two 
L-shaped one-story wings. The laun- 
dry and boilers will be in the basement. 

The first floor will house twenty pa- 
tients’ rooms, two preparation rooms, 
an x-ray room, an operating room, a 
reception room, a laboratory, a nurses’ 
dressing room, doctors’ offices, a diet 
kitchen and a dining room. 

The second floor will form the living 
quarters for the resident physician, Dr. 
J. A. Mease. There will be an elevator 
and two stairways leading to the sec- 
ond floor. 





Nurses’ Council Elects 
Officers at Meeting 


Clara D. Noyes was reelected first 
vice president of the International 
Council of Nurses at its quadrennial 
congress, held recently in Paris and 
Brussels. Alicia Lloyd-Still, matron, 
St. Thomas’s Hospital, London, and 
superintendent, Florence Nightingale 
Training School, is the new president. 

Official delegates from the American 
Nurses’ Association attending the in- 
ternational congress were as follows: 
Elnora E. Thomson, Portland, Ore.; 
Effie Taylor, New Haven, Conn.; Su- 
san C. Francis, Philadelphia; Adda 
Eldredge, Madison, Wis., and Evelyn 
T. Walker, Red Bank, N. J. 

More than 300 registered nurses 
from the United States attended the 
congress. 





New Marine Hospital 
Will Open November | 


The new United States Marine Hos- 
pital, Baltimore, is scheduled for occu- 
pancy on November 1. The new 
hospital was erected at a cost of 
$1,000,000. It will have 290 beds, which 
is ninety more than were in the old 
building. The structures now being 
used tc house the patients will be razed 
when the new hospital has been com- 
pleted and is ready for occupancy. 
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MALLINCKRODT ETHER 


for ANESTHESIA 
has SAFETY 


Ether as pure as it can be made today. It is pro- 
tected by the specially treated package and solder- 
less closure. 


It is guaranteed to meet especially sensitive tests, 
for Peroxide and Aldehyde when you open the can.... 
r . . . a . 

Tests which can be made without special apparatus 
on any Ether. 

Just write your name and address across this ad, 


and we shall be glad to send you full information 
on Ether testing. 


CHEMICAL WORKS 
Second and Mallinckrodt Streets 
ST. LOUIS, MO. 





























Built to Rival the Life 
of Your Institution 





Cater is no “compromise”’ 

construction in the Foster 
Hospital Bed. It is styled and 
built specifically for hospital use. 
The design is studied. The 
construction is sound and sturdy. 
The finish is durable and last- 
ing and the adjustable “‘safety” 
spring operates easily, smoothly 
and positively. /t’s a bed! 


Write for Comprehensive, 
Illustrated Catalog 





FOSTER BROS. MANUFACTURING CO., Utica, N. Y. 


WESTERN FACTORY, ST. LOUIS, MO. 
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DR. JOUN E. McQUAIN, Parkers- 
burg, W. Va., has been appointed su- 
perintendent, Spencer State Hospitai, 
Spencer, W. Va., succeeding DR. BAk- 
RICK SAMUEL RANKIN. 


Dr. W. H. Post has been appointed 
superintendent, State Tuberculosis 
Sanitarium, Hopemont, W. Va., suc- 
eceding GEORGE F. EvANs. 


MATT:E BR. CREASON has been av- 
pointed superintendent, Huntsville Hos- 
pital, Huntsville, Ala., succeeding 
ELIZABETIT SLOO. Miss CREASON is a 
graduate of the Emerald-Hodgson 
Hospital, Sewanee, Tenn. 


LAURA E. PRALL has been appointed 
superintendent, Seaside Hospital of 
Long Beach, Long Beach, Calif. Mrs. 
PRALL was formerly superintendent of 
nurses, San Jose Hospital, San Jose, 
Calif., and recently received her degree 
in hospital administration from Colum- 
bia University. 


IpA C. SMITH, superintendent, Chil- 
dren’s Hospital, Boston, for the past 
sixteen years, has resigned. MIss 
SMITH entered the hospital’s training 
school in 1888 and was named assis- 
tant superintendent of the hospital in 
1892. She assumed the superintendency 
in 1917. Miss SMITH has been elected 
a member of the board of managers of 
the hospital. 


Murray C. GODDARD, who has served 
for the past year and a half as superin- 
tendent, Polyclinic Hospital, Cleveland, 
is no longer associated with that insti- 
tution. 


CARLETON GRIFFIN, assistant super- 
intendent, Manhattan Eye, Ear and 
Throat Hospital, New York City, died 
recently in the hospital from the effects 
of injuries received in an automobile 
accident. 


Dr. JoSEPH A. CAMPBELL has been 
appointed superintendent, East Moline 
State Hospital, East Moline, IIl., suc- 
ceeding Dr. C. H. H. ANDERSON, who 
has held the position for the past sev- 
eral years. 


CECELIA DziuK, for the past five 
years superintendent, Jasper County 
Hospital, Rensselaer, Ind., has resigned 
because of ill health. MARTHA OOSTEN 
has been named superintendent of the 
institution. 





PERSONALS 


Dr. O. R. LYNCH, superintendent, 
Logansport State Hospital, Logans- 
port, Ind., has resigned his position. 


HAYWARD CLEVELAND, superintend- 
ent, Jamaica Hospital, Richmond Hill, 
N. Y., has resigned. MR. CLEVELAND 
joined the staff of the institution in 
1925 as financial secretary. He was 
named superintendent two and a half 
years ago. ANNA C. M. NELSON, su- 
perintendent of nurses, has been named 
executive head of the institution. 


MARY SMITH, superintendent, Wich- 
ita Falls General Hospital, Wichita 
Falls, Tex., has assumed the superin- 
tendency, North Hudson Hospital, 
Union City, N. J. ELIZABETH BEALS, 
director of nurses, Wichita Falls Gen- 
eral Hospital, has been named acting 
superintendent of that institution. 


J. W. STEPHENSON has been ap- 
pointed superintendent, Allegheny 
Valley Hospital, Tarentum, Pa., suc- 
ceeding CoRA LASH, superintendent for 
the past seventeen years. 


LAURA DEGNER is the new superin- 
tendent, Lutheran Hospital, York, Neb., 
succeeding ELFRIEDA E. WILKINS. 


MAMIE JOE HENRY has been named 
superintendent, Hernando General 
Hospital, Brooksville, Fla., succeeding 
FLORA BUuRG, who resigned recently, 
after having held the position for the 
past year and a half. 


Dr. HARVEY M. BECKER, superintend- 
ent, Mary M. Packer Hospital, Sun- 
bury, Pa., died recently. Doctor 
BECKER was sixty years of age at the 
time of his death. 


Rt. Rev. Mser. JOHN P. FISHER, pas- 
tor of Christ King Church, Fort Smith, 
Ark., died September 17. He was dio- 
cesan director of Catholic hospitals for 
Arkansas and also president of the 
Arkansas Hospital Association. 


E. LOUISE GRANT is the new superin- 
tendent, Mercy Hospital, Altoona, Pa. 
Miss GRANT was formerly assistant 
dean of nurses, Duke Hospital, Dur- 
ham, N.C. 


ALICE W. MARSH, formerly principal, 
school of nursing, Memorial Hospital, 
Worcester, Mass., has been appointed 
superintendent, Whidden Memorial 
Hospital, Everett, Mass. 





EMMA BELL MCCLURE, formerly as- 
sistant operating nurse, Knoxville Gen- 
eral Hospital, Knoxville, Tenn., has 
been named superintendent, Morris- 
town General Hospital, Morristown, 
Tenn., succeeding CARRIE LEE SPENCER, 
resigned. Miss SPENCER has accepted 
the superintendency, Lee General Hos- 
pital, Pennington Gap, Va. 


F. A. REMANJON has been named su- 
perintendent, Eye, Ear, Nose and 
Throat Hospital, New Orleans, suc- 
ceeding WALTER H. Cook, who has 
resigned due to ill health. Mr. REMAN - 
JON has been a member of the hospi- 
tal’s board for more than thirty years. 


THERESA NORBERG, superintendent, 
Community Hospital, Beloit, Kan., is 
on a leave of absence. GLADYs L. STOR- 
RER is serving as acting superintend- 
ent until Miss NORBERG resumes her 
duties. 


CoL. DAVID TOWNSEND has been ap- 
pointed superintendent, King’s Moun- 
tain Memorial Hospital, Bristol, Va., 
succeeding Mrs. GEoRGE H. HARMEL- 
ING, who was injured recently in an 
automobile accident. 


SALLIE MAXWELL, formerly assistant 
superintendent, has been named super- 
intendent, Arcadia General Hospital, 
Arcadia, Fla., succeeding CORINNE 
NELSON, who resigned to accept the po- 
sition of operating room supervisor, 
University Hospital, Miami, Fla. 


MABEL CLARK, superintendent, New- 
ark Hospital, Newark, N. Y., died Sep- 
tember 8, following a short illness. 


Dr. JOHN H. SNOKE, Lansdowne, 
Pa., has been named superintendent, 
University Hospital, Augusta, Ga., 
succeeding Dr. L. PALMER HOLMEs, 
who has been acting superintendent 
since DR. THOMAS R. PONTON resigned 
last October. DocToR HOLMES will con- 
tinue in charge of the hospital’s x-ray 
department. DocToR SNOKE has been 
engaged in hospital work for twenty- 
three years, sixteen of which were 
spent in China. 


DR. HORACE WANNINGER has been 
appointed temporary consultant super- 
intendent, Smith-Esteb Memorial Tu- 
berculosis Hospital, Richmond, Ind. 
Construction work on the new hospital 
is expected to start in the near future. 
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Improving 
the Draining of Wounds 


A NEw device has been 
perfected and patented by Crane 
Co., contributing to the surgery of 
wound draining. It is the Crane 
Anti-Back-Siphonage Aspirator. 


Preventing back siphonage from 
both the waste line and the source 
of suction, this Aspirator reduces 
water-born infections. Simple and 
positive in action, it is dependable 
and economical both in initial and 
upkeep costs. 


Recommended for use in operating 
rooms, patients’ wards, anaesthe- 
tizing and mortuary rooms in hos- 
pitals, clinics, and in doctors’ and 
dentists’ offices. It can be installed 
in small space on any cold water 
piping system with a minimum 
pressure of 10 pounds which 
creates approximately 7 inches 
of vacuum. With a 4o pound 
water pressure, approximately 25 





inches of vacuum can be obtained. 


Complete information on this and 
on the complete line of Crane hos- 
pital plumbing materials, designed 
with an accurate knowledge of 
hospital requirements, can be had 
by writing Crane Co., or visiting 


a nearby Crane Exhibit Room. 


CRANE CO., GENERAL OFFICES: 836 S. MICHIGAN AVE., CHICAGO, ILL. NEW YORK: 23 W. 44TH ST 


CRANE 


Pranches and Sales Offices in One Hundred and Sixty Cities 





















i 


, - 
AMERICAN 


MEDICAL 
ASSN 






oo 


FOOD 
VALUE 


OF 
CRANBERRIES 
AND 
CRANBERRY 
SAUCE 





by 


C. R. Fetters, Ph.D. 


Massachusetts State College 


Amherst 


Upon your request 
we shall be pleased 


to mail you a copy. 


Address Dept. 48 
AMERICAN 
CRANBERRY 
EXCHANGE 


90 West Broadway 
New York City 
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NEWS FROM 
MANUFACTURERS 





A PROTECTION FOR LABORATORY TABLES 


A special paste designed to protect laboratory table top 
is being supplied by the Kewaunee Manufacturing Co. 
Kewaunee, Wis. Labtop Seal prolongs the life of laboratory 
furniture because the smooth, clean polished surface finish 
is alkali and acid resistant, and waterproof. It is applied 
with a woolen cloth. An application about every thirty day: 
will form a protective coating on the laboratory desk tops 
that will lessen the need for refinishing and replacement. 
The paste is made in the same color as laboratory tops, it 
does not peel or flake, and is not sticky or gummy after 
application. Application is a quick, simple process, and th« 
protection obtained results in a decided saving in equip 
ment relacement. 





OXYGENAIRE ACCEPTED BY A.M.A. 


The council on physical therapy of the American Medical 
Association accepts the Oxygenaire for inclusion in its list 
of acceptable devices. Detailed description of this oxygen 
therapy tent, manufactured by the American Hospital Sup- 
ply Corporation, 15 North Jefferson Street, Chicago, is pre- 
sented in the council’s report, page 853, Journal of the 
American Medical Association, September 9, 1933. 

The 1933 Oxygenaire is one of the few oxygen tents to 
receive both the acceptance of the council on physical ther- 
apy of the American Medical Association and the formal 
approval of the committee on hospital equipment of the 
American College of Surgeons. This latest model was 
exhibited at the recent meeting of the American Hospital 























Association where it received considerable attention, par- 
ticularly on account of the extremely low cost of operation, 
the manufacturer stating that the inclusive cost for efficient 
therapy runs as low as $3 and not over $5 per twenty-four 
hours’ service. 

A feature of the Oxygenaire is the absence of motors or 
machinery of any kind, which makes it completely silent and 
frees it from the danger of mechanical break down or simi- 
lar complications. Reports coming from all parts of the 
country, according to the manufacturer, indicate that the 
Oxygenaire gives satisfactory service and that its extreme 
simplicity and dependability are features which are par- 
ticularly appreciated. 
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@ You know of the care taken in diagnosing a case == 
before procedure is recommended. Unlimited pre- 
caution is also used in making du Pont Hospital 
Sheeting. 

Below you see samples of completed runs of 
du Pont Hospital Sheeting being diagnosed for their 
resistance to sterilization, uric acid, blood. Other 
tests are: live steam, tensile strength and oxygen 
‘““bomb,”’ which puts samples of sheeting through a 
year’s wear in 48 hours. These tests are not spas- 
modic. We take no chances on any run of sheeting, 


no matter how perfect it may look. Samples of 


every run are pre-tested. 

This pre-testing of du Pont Hospital Sheeting 
insures you that in your hospital, in actual use, | 
du Pont Sheeting will give you unusually good wear 
at a cost that will not stagger your budget. Write 
for prices and particulars today. When you do, ask 


about our free rack offer. 


PUT 
INDIAN HEAD 
COLORS 


jg IN TRAINING 
LI K E A D IAG N O S S HEY rn the gaff of hard work and many 


washings without flinching. That is why 


. this pre-testing of du Pont boat color 


Hospital Sheeting | in ri AN fs | - AD 


S. PAT. OF 


Pm CLOTH 


A Nasbua Product 


is as ideal for probationers’ uniforms as white 
Indian Head cloth is for nurses’. And what more 
can be said? You know how long Indian Head 
cloth wears, how well it tailors and how fuzzless 
its permanent finish.* But do you know the 
unqualified color guarantee: 
“If any garment made wholly or 
principally of Indian Head Cloth fails 
to give proper service because of 
| the fading or running of Indian Head 











Colors, we will make good the total cost 

of the garment.” 
So, you see, you can specify colored Indian Head 
Cloth for your probationers’ uniforms with the 
same confidence in its lasting service that you 
have when you specify white Indian Head for 
uniforms, doctors’ coats and 
operating gowns. 
If you would like samples of the 
full range of Indian Head colors, 
write us to-day. 

*U. S. Patent No. 1,439,519 


PRE-TESTING FOR SAFETY— Results show the ability 
of du Pont Hospital Sheeting to resist the action of 
uric acid, sterilization and blood. 
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LOOK FOR NAME al POND ON_THE SELVAGE 


as Nua | 1623 mie} O. 
FAIRFIELD RUBBER SHEETING Box 1206 Boston, Mass. 
E. I. DU PONT DE NEMOURS & CO., RUBBER PRODUCTS DIVISION Dwight Anchor Sheets Nashua Blankets 





FAIRFIELD, CONN. 














LOS ANGELES 
COUNTY GENERAL 
HOSPITAL 











Spectfpicatiove 
HOSPITALS 


URAKO solves the hospital furniture 
finish problem! Laboratory tests prove 
DURAKO absolutely waterproof. It is 
impervious to alcohol—lysol—various types 
of acids—medicines—and heat. DURAKO 
finish will never chip, crack or check . . . it 
is highly resistant to hospital conditions. 
DURAKO is an exclusive scientific accom- 
plishment. With all its superior qualities—it 
is not expensive . . . and it is easily handled. 


DURAKO is used and specified by the fore- 
most manufacturers of wood hospital furni- 
ture in the United States and Canada. 


@ Phone or Write for Further Details— 
Consult Us Regarding Your Problem. 


THESE HOSPITALS SPECIFIED DURAKO 


Brooklyn Home for Children Fitzgerald-Mercy Hospital 
Brooklyn, N. Y. Darby, Pa. 
Fermin-Desloge Hospital Protestant Episcopal 

St. Louis, Missouri Hospital 


Hamilton County Tubercu- Philadelphia, Pa. 
losis Hospital The New Eye & Ear 
Cincinnati, Ohio Hospital 


Hayes-Green Memorial Pittsburgh, Pa. 
Hospital St. Peters Hospital 
Charlotte, Michigan New Brunswick, N. J. 


Grasslands Hospital Elliott Hospital 
Valhalla, N. Y. Manchester, N. H. 


Montreal Convalescent Home—Montreal 


DURAKO | 


Manufactured By 


PRESERVE SURFACE CO., INC. 


DETROIT 
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I) & G TONSIL SUTURES 

Davis & Geck, Inc., Brooklyn, N. Y., makers of sterile 
surgical sutures, are announcing a new tonsil suture espe 
cially designed for this type of surgery. The eyeless needle, 
eliminating the suture loop, and materially reducing 
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trauma, is utilized. The suture comprises 15 inches of 
size C plain catgut, integrally affixed to a 14-inch heavy, 
half-circle atraumatic needle, which cannot come un- 
threaded. 





A WATERPROOF, LUSTROUS FLOOR TREATMENT 


A floor treatment that dries bright and provides a water- 
proof finish has been developed by the Continental Car- 
Na-Var Corp., Brazil, Ind. The lustrous finish is ob- 
tained without polishing, and the waterproofing quality 
prevents the finish from reemulsifying or turning white 
even when water stands on the floor for several hours. 
With this finish, the floor space around drinking fountains 
and lavatories will be as bright as other parts of the floor, 
and wet weather will not necessitate refinishing the lobby 
and corridors. A simple cleaning will suffice. 

Two different types of this waterproof treatment are 
available, Continental “18,” which has a solid content of 
18 per cent, and “Luster-Var,” which has a solid content of 
15 per cent. 





A CONVEYING LITTER FOR INVALIDS 


The “Rudesill” conveying litter, designed for the con- 
venient handling and conveying of invalids, is manufac- 
tured by Scanlan-Morris Company, Madison, Wis. An 
advantage of this litter is that its detachable wheel gearing 
may be transported in the same automobile as the patient, 
and at the destination the litter is readily converted into a 
comfortable wheel chair. 

Accident cases that are brought to the hospital by auto- 
mobile may be transported conveniently in this type of 
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B-D "Medical Center'' Needles of Hyper-chrome, 
Rust-resisting Steel 


Now Have the Gauge Numbers 
Stamped on the Hubs 


Thus, in one stroke, is eliminated the con- 
fusion which has always existed among the pro- 
fession concerning the gauge of a needle that 
has become detached or separated from its 
card or box. Very few doctors and, in fact, 
very few instrument dealers can determine the 
gauge of a needle with the naked eye. 

Another feature of B-D Needles is the new, 
specially designed needle point. The heel of 
the needle point, where grinding starts, is flat 
for approximately half the length of the ground 
surface. The remaining half of the point is 
beveled, similar to a surgeon's needle. The 
inickest and highest part of the tip is in line 
with the bore, which greatly strengthens the 
point. The surface from heel to tip is prac- 
tically straight instead of concave as has been 
the case. 

This new needle point offers four advantages: 
(1) Less resistance to the skin—less pain. (2) Di- 
lated puncture—less seepage. (3) Stronger 
points. (4) Uniformity of points. B-D Needles 
include the Yale, of High Carbon Steel; the 
Medical Center, of Hyper-chrome (rust-resist- 
ing) Steel; and Erusto, of Firth-Brearley Stainless 
Steel. 


B-D PIRODUCTS 


Made for the Profession 








































B-D NEEDLES 











Becton, Dickinson & Co., RutHerrorp, N. J. 


MR. WATSON a); 


“Particularly I mpressed . 


ONG WEAR, and soft comfort are just as 

important qualities in hospital sheets as they 
are in those used in hotels. Therefore, you'll find 
the comments of Mr. Roy Watson of interest. 
He is President and General Manager of the 
Kahler Corporation which owns and operates 
hotels, hospitals, a nursing school and even a 
model laundry in Rochester, Minnesota. He 
writes: 


“We have been using Dwight Anchor Sheets 
and Pillow Cases for some time in our three hotels 
(Kahlen, Zumbro and Damon), and find them 
most satisfactory. We are particularly im- 
pressed by the superior quality of Dwight 
Anchors.” 


Dwight ¢ Anchor 
SHEETS & PILLOW CASES 


It’s both the luxurious texture of Anchor Sheets 
and their long wear that dictates their selection 
by hotels and Reapicale. They go through launder- 
ing after laundering without weakening . . . 
stand up after years of hard usage. The initial 
cost is reasonable, and their long service cuts 
down replacement costs. A sure way to >, 
keep your average of sheet costs down is ° 


to standardize on Anchor Brand. AY 4 A 
Code 1 


Nashua. Mfg. Co. 


theorporeted 1623 


Box 1206 Boston, Mass. , 
Indian Head Fabrics Nashua Blankets 































Tamblyn and Brown, Incor- 
porated, offers its services 
to any group or committee 
which is contemplating the 


establishment of a program for 


GROUP HOSPITALIZATION 


& this new and promising field of 
hospital financing the Corporation 
brings the results of a special study of 
the subject and the experience and 
technical ability accumulated in thir- 
teen years of guidance and counsel in 
fund raising enterprises for hospitals 


in every part of the United States. 


Tamblyn and Brown 
INCORPORATED 


17 East 42nd Street 
NEW YORK CITY 

















By All Means 


TRY THE NEW 


DOUBLE BALL-BEARING SWIVEL 
SHOCK ABSORBING CASTERS 


ECAUSE you want and must have more 

for your money—Jarvis & Jarvis offer 
you the new Double Ball Bearing Swivel 
Casters. They excel all others in value, per- 
formance and durability. 

Their improved double ball bearing swivel, 
with hardened ball races, minimizes wear. 
They are easily the best casters on the market 
today, giving you more value for 
your money. 

We will send you a set of these 
casters on approval. Try them— 
they’re the smoothest swiveling cast- 
ers made. Write for them now, spe- 
cify size—2”, 3”, 4” or 5”. 


JARVIS & JARVIS, Inc. 


Manufacturers of Superior 
Hospital Casters and Trucks 


102 S. Main St. Palmer, Mass. 
Representatives in All Principal Cities 
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litter from the ambulance entrance to the emergency room. 

The litter consists of a chair frame made of tubular steel 
construction, having a canvas back and seat. The one-inch 
rubber tired casters attached to the lower front end of the 
frame permit easy turning of a patient in an automobile. 
The frame is mounted on a detachable steel truck that has 
two eighteen-inch rubber tired rear wheels and one three- 
inch rubber tired front wheel, swiveled for easy guiding. 
The chair frame or litter slips under a hook at the lower 
end of the truck and is held in place by two supports. The 
finish is aluminum bronze. 





NEW TRADE CATALOGUES AND PAMPHLETS 


National Radiator Corp.—Concealed heating by means of 
the Aero Convector is dealt with in a booklet issued by the 
National Radiator Corp., Johnstown, Pa. The principle of 
distributing heat solely by convection is explained in detail 
and is further interpreted by means of colorful diagrams 
and illustrations. 


Colgate-Palmolive-Peet Company—A leaflet announcing 
a new dispenser for either liquid or dry soaps is distributed 
by the Colgate-Palmolive-Peet Company, 919 North Michi- 
gan Avenue, Chicago. This company has also issued a 
special booklet describing and illustrating its soap products 
and demonstrating the slogan, “If it’s soap you need, we 
have it.” 


Dennison Manufacturing Co.—Communicable disease 
gowns that can be resterilized several times are shown in 
a new circular of the Dennison Manufacturing Co., 
Framingham, Mass. Other products designed for the hos- 
pital by this company are examination capes, babypads, 
bath sheets, sputum papers and such miscellaneous items 
as dusters, tray covers and napkins and surgeons’ caps 
and aprons. 


The Swartzbaugh Mfg. Company—A varied line of 
equipment for hospitals is presented by The Swartzbaugh 
Mfg. Company, Toledo, Ohio, in a concise and complete new 
booklet. A cafeteria on wheels for larger hospitals is 
pictured and described, while the seven-position operating 
table, an oxygen tank truck, an extra deep litter or 
stretcher, an electric waterless table for keeping foods hot 
and new food conveyors and trucks are other products of 
general interest. 




















